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WHEN your president asked me to read a paper before you, 
I was led to the selection of this subject on account of the 


excellent work which has been done in the last few years in the oper- 
ative treatment of this heretofore hopeless disease, which is found 
most commonly in the stomach. Operations upon the stomach were 
attended with such terrible mortality that physicians were slow 
in recommending and surgeons loath to undertake them. But now, 
owing to the careful work of many able surgeons, the mortality 
has been reduced so considerably as to justify us in advising opera- 
tion, except in the late stages of the disease. The results in early 
cases are excellent, and attended w.ch a very low mortality rate, 
which fact would cause one to express the hope that in future the 
means at the disposal of the physician will soon be so improved that 
he will be able to refer cases of cancer at an early stage to his surgi- 
cal colleagues. Under such circumstances one could confidently 
predict a cure in a very large proportion of cases, with comparatively 
slight operation risk, and until these cases can be diagnosed at a 
much earlier period, it is highly desirable that recourse should be 
had to an exploratory operation in all doubtful cases. 

Billroth did the first successful gastric resection twenty-nine 
years ago. 


Read before the Surgical Section of the Academy of Medicine, Buffalo, April 
4th, 1911. 
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In 1839 Cruveilhier first described ulcer, distinguishing it 
from cancer, and suggested the possibility of the development of 
cancer upon the base of an ulcer. In 1840 Rokitansky also expressed 
the opinion that the one condition might be implanted upon the 
other. 

In 1848 Dittrich reported six cases of cancer developing in the 
immediate vicinity of an active or healed ulcer, two of association 
of cancer and ulcer, and two of circumscribed cancer in the margin 
of an ulcer. 

In 1878 Lebert stated that cancerous transformation occurred 
in 9 per cent. of ulcers, while Zenker, in 1882, believed that all 
cases of gastric cancer were secondary to ulceration. Subsequently 
Hauser, in 1883, attributed the transformation to glandular mal- 
formation resulting from inflammatory or cicatricial processes, 
which favoured epithelial proliferation, and first drew attention 
to the persistence of free hydrochloric acid in such cases. In 1888 
Rosenheim’s results indicated that in primary gastric carcinoma 
the mucous membrane was almost invariably atrophied, while he 
found that in a case of malignancy engrafted upon ulcer it was nor- 
mal throughout. A year later he reported fifty-six cases of cancer, 
four of which were secondary to ulceration, and in all of these four 
cases free hydrochloric acid was present. He therefore concluded 
that its persistence indicated that the cancer had developed upon 
ulcer. In 1889 Watzoldt reported a case of pyloric stenosis, in 
which post-mortem examination revealed an ulcer of the lesser 
curvature, with malignant transformation in one of its margins, and 
involvement of the neighbouring lymphatic glands. In 1902 
Fuetterer concluded, as a result of very extensive researches, that 
carcinoma develops with great frequency from pyloric ulcer, but 
that such a transformation is much less common in ulcers in other 
parts of the stomach.' On the other hand Osler? in his book on 
“Cancer of the Stomach,” says that in only four of 150 cases 
examined was there a history of ulcer. There is, indeed, consider- 
able variation in the estimates of various authors as to the frequency 
of this transformation. Zenker believes that practically all cases 
of carcinoma are secondary to ulcer, while Heberlin, Fenwick, 
Plange, and Berthold, give the proportion as only 3 per cent. 
D’Arcy Power® believes that carcinoma is nearly always secondary 
to chronic ulceration, develops slowly, and is localized for a con- 
siderable time to its site of origin. Secondary growths are unusual 
and glandular enlargements in the neighbourhood may show no 
epithelial deposits. 
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The most recent statistics give the highest percentage of 
frequency. Klausa, 1891 to 1900, in 120 cases, in which the diag- 
nosis was confirmed by pathological examination, found that 26 per 
cent. had developed from ulcer. In 1906 Moynihan reported 58 
cases of cancer, and of the last 22 of these a history of chronic ulcer 
was given in 16. In one case the attack occurred twenty-six years 
previously, and the patient had since been in good health. Since 
1906 he has reported one hundred further cases with practically 
the same percentage, so that of all his cases two in three, 72°1 per 
cent., had a history of ulcer. Sapeshko, in one hundred cases, 
found ten only which had not originated in peptic ulcer, and he re- 
ports cases of pyloric carcinoma developing five or six years after 
operations for ulcer. Mayo Robson calculates the frequency at 
60 per cent., Mansell-Moullin at 90 per cent. On the other hand, 
Borrmann states that in 63 patients operated upon at Mikulicz’s 
clinic, he was able to demonstrate the existence of previous gastric 
ulcer in only one case. Kiittner® believes that there is undoubtedly 
a causal relationship, but that the frequency has been slightly 
exaggerated by some writers. He is of opinion that operation 
should be undertaken in all cases of gastric ulcer, and believes 
that this would reduce the mortality of gastric carcinoma. 

In 1909 Wilson and MacCarty® reported the results of the 
examination of specimens from gastric and duodenal resections 
for ulcer and carcinoma, obtained from the Rochester clinic between 
January, 1905, and April, 1909, in all two hundred and eighteen 
cases, one hundred and fifty-three of these being undoubted carcin- 
oma. Of these cases, one hundred and nine, or 71 per cent., had 
evidently developed upon ulcer, five other cases were possibly 
transitional, and eleven others showed considerable evidence of 
the previous existence of ulcer. The one hundred and nine cases 
exhibited large ulcers with overhanging margins, deep in the 
bases of which cancer was present. The growths had almost in- 
variably started upon the lesser curvature, the usual site of gastric 
ulcer, and in practically every instance the clinical history sug- 
gested the persistence of ulcer for a long period of years pre- 
vious to the development of the carcinoma. The following path- 
ological conditions were observed in the specimens: 

1. Chronic ulcers, from the centres of which the mucosa had 
disappeared, leaving a base of scar tissue. 2. Proliferation of 
mucosa in the overhanging margins of the ulcers. 3. Deep in the 
margins of the ulcers were many groups of epithelial cells nipped off 
by scar tissue, and exhibiting all stages of aberrant proliferation, 
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with infiltration of surrounding tissues. 4. Metastases forming in 
the lymphatics of the gastric wall and adnexa. 

In 1910 Wilson and Willis’ reported the results of patho- 
logical examination of specimens from one hundred and eighty-nine 
cases of cancer of the stomach, also obtained from the Rochester 
clinic. At no point within the alimentary canal was there any indi- 
cation that superficial irritation, however prolonged, ever results 
in the development of carcinoma, but it appears to be a sine qua 
non that portions of the epithelium should be displaced from their 
normal relationship, and 70 per cent. of all these cases of gastric 
cancer gave satisfactory microscopical evidence of this. Both the 
clinical and microscopical appearances indicated that in a very large 
proportion of cases carcinomata develop upon epithelial cells 
previously isolated from their normal surroundings, and it therefore 
appears that within the alimentary canal the presence of such iso- 
lated tissue is essential for the development of the specific irritant 
of carcinoma. On the other hand, however, there is no doubt that 
many cases of cancer of the alimentary canal have developed with- 
out such previous epithelial isolation, and Wilson and Willis report 
one such case. As far as can be ascertained, however, the relation- 
ship between carcinoma and ulcer is that in many chronic ulcers 
there is segregation of epithelium, upon which carcinoma may 
develop, and the majority of cases of cancer exhibit this preliminary 
epithelial isolation. 

Gastric cancer is especially likely to develop in the callous 
and tumour-like varieties of ulcer. Payr® found that by the 
injection of attenuated formalin, alcohol, or concentrated or 
heated saline solutions into the gastric vessels, ulcers could be 
produced which, in the course of time, approximated to callous 
or tumour-like growths, and finally exhibited characteristics re- 
sembling those of the circular gastric ulcers occurring in man. 
Histological examination of ulcers obtained by excision or re- 
section showed cancerous transformation in 20 per cent., the 
callous form appearing to be especially predisposed, and a micro- 
scopical distinction between callous ulcer and carcinoma not being 
easily made. 

According to Adami’s classification,? we may correctly desig- 
nate the majority of gastric carcinomata as ‘‘blastomas originating 
from unipotential cells of post-natal displacement,” although it is 
probable that a very small proportion are ‘‘blastomas originating 
from unipotential cells that assume neoplastic characters without 
displacement, and rapidly become malignant.” Conclusive patho- 
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logical evidence of the connexion of cancer and ulcer can of necessity 
be obtained only at a time when the primary and the cancerous 
disease are found together at operation. 

THE IMPORTANCE OF A TumouR. It is, unfortunately, the habit 
of many physicians to wait until a tumour can be felt before making 
a definite diagnosis of cancer. I find, on referring to the statistics 
of various authors, that a tumour can only be made out in a little 
over 50 per cent. of operable cases. It is quite clear, therefore, that 
no case can be considered as non-malignant because a tumour is 
absent. On the other hand, a case should not be considered in- 
operable because a tumour is present. We must be careful not to 
mistake a contracted rectus muscle, or a tonic contraction of the 
pylorus and antrum pylori, or of the whole stomach, due to ulcer, 
for a growth in the stomach. 

All observers are now practically agreed that the chemical 
examination of the contents of the stomach is not of much value 
in diagnosis, but the results of repeated analyses may afford im- 
portant confirmation of the malignity of the condition. Examina- 
tion of the gastric contents in the early stages means nothing, and 
the presence of the Oppler-Boas bacillus indicates simply stagnation 
of food within the stomach and its fermentative destruction. The 
characteristic result in cancer is absence of free hydrochloric acid, 
diminished total acidity, and the presence of lactic acid and of the 
Oppler-Boas bacillus. In a few cases, however, free hydrochloric 
acid is normal in amount, and its absence and the presence of lactic 
acid are not specific. On the other hand, an increased hydrochloric 
acid content is fairly conclusive for ulcer, and a postive finding as 
regards lactic acid does not negative it. Boas, however, considers 
this presence of lactic acid as pathognomonic of carcinoma. 

A normal content of hydrochloric acid is especially likely to 
be present if the cancer is developing upon an ulcer. Hertz*® 
emphasizes the importance of occult blood in the stools, as min- 
ute hemorrhages are constantly occurring from the surface of 
every malignant ulcer. The best tests for ascertaining this are 
the guaiacum and benzidene reactions, made with ethereal extracts 
of stools after treatment by glacial acetic acid. In two hundred 
and sixty-six cases in which these tests were applied 99 per cent. 
gave a positive reaction. 

THE VALUE OF THE X-Ray IN THE DIAGNOSIS OF TUMOURS 
OF THE StomacH. For years Reentgenologists have been photo- 
graphing the stomach by what is known as the bismuth method, 
that is to say, they administer an ounce or two of bismuth, suspended 
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in solution, and immediately take an x-ray of the stomach, and 
they claim that by this method they can distinguish the presence 
of a growth. Ina recent paper, Cole and Einhorn™ advise the 
inflation of the stomach with air by inserting a tube, and inject- 
ing air with a Politzer bulb. Cole uses this because there are dis- 
advantages in the use of the bismuth solution, in that it occasionally 
causes poisoning, and the shadow due to the bismuth may obscure 
that due toa tumour. They have used inflation a number of times 
with satisfactory results, but they do not suggest that it should 
replace the bismuth method, but that it should be used in conjunc- 
tion with it, or if, for any reason, bismuth cannot be employed. 
Holtzknecht’” uses the bismuth method, and states that the presence 
of a tumour is indicated when (a) there are vacant spaces or defects 
in the contour of the mass in the stomach; (b) when there are abnor- 
mal boundaries of the mass; (c) when there are irregularities of 
peristalsis. If the tumour cannot be palpated, the demonstration 
of visible peristaltic waves from left to right is of importance, and 
still more so is that of peristalsis in the opposite direction. 

As regards the diagnosis of disease of the stomach from abnor- 
malities of peristalsis, it is a well-recognized fact that the most 
common site of carcinoma is at the pyloric end, where the peristaltic 
waves are strongest, and therefore most likely to be affected by 
induration of the stomach. In advanced cases, with extensive 
adhesions, the peristaltic wave is arrested at the site of the tumour. 
The diagnosis is most certain if the wave can be followed to the 
tumour, where it stops completely, and can be seen to begin again 
on the opposite side of the tumour. This is observed in cases in 
which the disease affects one curvature only. 

In the presence of pyloric stenosis the waves are often unusually 
deep and frequent for a time, and may then cease entirely for an 
indefinite period, or reversed peristalsis, to which attention was 
first directed by Jonas’® and Holtzknecht, may be observed. 
The latter is characteristic of pyloric obstruction. When only 
one curvature is involved, the wave on the opposite side is apt 
to be deeper than normal, this being compensatory, and Pfahler™ 
believes that in such cases an induration, an inch or less in 
diameter, should be recognizable, and that careful study of peris- 
talsis will in future afford the earliest possible evidence of the 
existence of cancer of the stomach. 

The difficulty of diagnosis is a strong argument for exploratory 
laparotomy. It should be advised in all cases of gastric obstruction, 
stasis, or chronic ulcer, as it is the only means of making a positive 
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diagnosis, and when cancer is found its removal may be accomplished 
at an early stage. Undoubtedly the unfavourable results obtained 
from operation in gastric cancer are due to the lateness of diagnosis. 
There is no doubt that the test meal is a great source of delay, and 
is of doubtful value. The mortality of exploratory laparotomy may 
be regarded as nil, and it possesses the great advantage of permitting 
of radical removal of a small carcinoma without glandular metastases 
at a time when the general condition of the patient is good. 

In this connexion it should be borne in mind, however, that 
an exploratory operation does not invariably clear up the diagnosis, 
and cases have been reported in which a hard mass has been re- 
garded as malignant and inoperable, and the subsequent recovery 
of the patient has proved it to be inflammatory. Cases of this 
nature are found in the publications of Lilienthal, Wolfler, Paterson, 
and Kindle, and I have myself reported one case. 

Miss 8S. G., aged thirty-nine. Sent into the Toronto General 
Hospital on November 17th, 1900, under my care by Dr. Burritt. 
For the last ten or twelve years she had suffered from attacks 
of pain in the right hypochondriac region, diagnosed as biliary colic. 
Being a trained nurse, she was seen by a number of doctors, all of 
whom attributed these attacks to gall-stones. Nausea and vomit- 
ing were always associated with them, and she found it necessary 
to be careful in regard to her diet. She was engaged in nursing 
a case of typhoid, and when walking home from her patient’s 
house one day she had a sudden attack of severe pain in the 
region of the gall-bladder, accompanied by faintness, and with 
difficulty continued her walk home. She rested there for two 
or three hours, and then returned in a cab to her patient’s house 
and went on duty. As her stomach had been bothering her for 
some little time prior to this, she had been taking malted milk in 
small quantities. When Dr. Burritt, who was attending the 
typhoid patient, found the nurse suffering from pain, he had her 
leave the case, and sent her into the General Hospital. 

I saw her the following day, and on examination felt an enlarge- 
ment about the size of a Tangerine orange just below the ninth 
costal cartilage on the right side. It was slightly movable from 
side to side and dull on percussion, the dulness being continuous 
with that of the liver. As she was now free from pain, and thinking 
that she had an enlarged gall-bladder filled with gall-stones, and as 
it was Saturday, we decided to defer operation until Monday morn- 
ing, that is to say seventy hours after the onset of severe pain. 

On opening the abdomen, a mass was found the size of,a Tanger- 
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ine orange, involving the anterior wall of the stomach close to the 
pylorus, and with a perforation in its centre large enough to admit 
a small lead pencil. There was a slight amount of plastic exudate 
around the opening, and a little exudate was also found on the 
parietal peritoneum of the anterior abdominal wall, against which 
this perforation evidently pressed. This, together with the fact 
that she had taken such small quantities of malted milk for 
some days prior to perforation, with the consequent emptiness 
of the stomach, undoubtedly accounted for the absence of 
stomach contents in the peritoneal cavity. The mass, which 
was very hard, was situated midway between the curvatures, 
and its margin on the pyloric side extended to within one inch of 
the pylorus. The mass was circular and about two and a half 
inches in diameter, and one and a half inches in thickness. It 
seemed most probable that the tumour was a carcinoma. How- 
ever, as the patient was not prepared for so severe an operation as 
resection of the stomach for carcinoma, and as there was some doubt 
as to the growth being malignant, it was thought advisable to 
remove a section for microscopic examination, after which the 
opening was closed by Lembert sutures. 

On section the growth proved to be inflammatory, containing 
a large amount of fibrous tissue. It was therefore clear that the 
patient had suffered from gastric ulcer, which had perforated in 
spite of the enormous thickening which surrounded it. She 
made a good recovery, and has since been continuously occu- 
pied at nursing. Three years ago I removed her uterus for 
large fibroids. I spoke to her a few days ago, and she is still 
nursing and in good health, but suffers considerably from hyer- 
chlorhydria. 

Welch states that 21°1 per cent. of all cancers occur in the 
stomach, Virchow, 35 per cent., and others, 40 per cent. In more 
than half the cases the malignant growth originates in the pylorus 
and the lesser curvature adjacent to it, in 30 per cent., in the body, 
and in 10 per cent., in the cardia. The most hopeless cases are those 
involving the body, posterior wall, and cardia, as growths in these 
situations may attain a large size without becoming palpable. 
The presence of a small pyloric tumour may be fairly favourable, 
although until recently it was believed that the presence of a pal- 
pable tumour indicated inoperable disease. The narrower portions 
of the stomach are seats of election, owing to their exposure to 
mechanical trauma. 

Symptoms. A pyloric and a prepyloric type may be distin- 
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guished. In the former, vomiting is an early symptom, with 
gastric dilatation, stagnation, and inability to take either solid 
or liquid food without discomfort, while in the latter the symptoms 
are general and constitutional, rather than local. Other important 
symptoms in this connexion are regurgitation of foul-smelling 
material and “coffee-ground”’ vomiting. Kiittner is of opinion 
that obstinate itching of the skin is significant, and that in some 
instances enlargement of the left supra-clavicular lymph nodes 
indicates occult carcinoma, while that of the umbilical lymph 
nodes is not uncommon in the later stages. 

Some acute cases begin with severe hzematemesis, with or 
without melena, both of which may be dependent upon multiple 
hemorrhagic erosions. The final attack is distinguished from 
the previous attacks by its lingering character, refractoriness to 
treatment which has previously been beneficial, repugnance to 
food, more especially meat, anemia, progressive loss of weight, 
often amounting to marked emaciation. 

In some cases the first symptom is hematemesis, or blood in 
the stools, but Kiittner states that he has observed profuse hzemat- 
emesis as the initial symptom in three cases only, of the large 
number which he has had to deal with, and that symptoms sugges- 
tive of ulcer are much more common. Cases are comparatively 
common in which cancer immediately follows gastric catarrh, or 
even appears after it has been apparently recovered from for a long 
period. 

The majority of the cases occur between forty and sixty years 
of age, but Widerhofen reports a case of congenital carcinoma of 
the stomach, and the condition has also been observed in a child 
of five weeks, a boy of fifteen, and a girl of eighteen years of age. 
It has been said that the onset and persistence of dyspepsia in an 
individual over forty, who has previously been heaithy, probably 
indicates carcinoma, but Moynihan says that in such cases the 
lesion is more often benign than malignant, and duodenal rather 
than gastric. 

The disease follows the course of the lymphatics. In addition, 
hematogenous infection may occur in the later stages, or in some 
instances quite early, by way of the gastric or other veins, and a 
rapidly growing carcinoma of the liver may be present before the 
gastric carcinoma has become palpable or produced definite symp- 
toms. 

As gastric cancer in the early stages is a localized disease, 
which can be removed with good immediate and remote results, 
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treatment by operation should be more commonly adopted. In 
view of the frequent development of carcinoma upon the base of 
an ulcer, resection should be considered immediately if an ulcer 
is suspected to be of a malignant character, and this applies par- 
ticularly to severe callous ulcers, more especially if they involve 
other organs, such as the liver and pancreas. 

OPERATION. The only contra-indications to operation are 
immobility of the tumour, ascites, and the presence of cancerous 
adhesions. On the other hand, inflammatory adhesions due to 
perigastritis do not contra-indicate surgical interference. The 
methods of operation chiefly employed in dealing with cancer 
of the stomach are Billroth’s Method I, Billroth’s Method II, 
and Kocher’s operation. Billroth I is especially appropriate to 
benign tumours, and Billroth II has given better results than 
Kocher’s operation, which is employed only in early cases. Bill- 
roth I consists of the implantation of the duodenum in the gastric 
wound, Billroth II of closure of the duodenum and stomach with 
gastro-enterostomy, and Kocher’s operation, of implantation of 
the duodenum in the posterior wall of the stomach. 

The mortality of gastric resection was, at first, from 50 to 60 
per cent. According to Clairmont the mortality between 1900 
and 1905 varied between 16°7 per cent. and 68 per cent., for the 
various operations, the average being 34°4 per cent. Von Mikulicz 
reports 62 cases which came under observation between 1900 and 
1904, with a mortality of 33°8 per cent. In 1909 Délore and 
Alamartine™ reported 43 cases in which resection was performed, 
with a mortality of 32°5 per cent. Poncet, Délore, and Lériche,"® 
report 40 cases of resection, with 35 per cent. mortality. Lériche’s 
recent statistics show a mortality of only 25 per cent. Kocher” 
has reduced his mortality to 17 per cent., and in skilled hands in 
early cases the immediate mortality should not exceed 20 per cent., 
with a possibility of still further reduction by improved methods 
of diagnosis. Payr states that in a collection of about five hundred 
excisions and resections it amounted to only 10 per cent. In 
October, 1905, Mayo reported eighty-one resections, and has since 
published thirty-four cases with a mortality of 8 per cent., and 
twenty-five with a mortality of 5 per cent. 

When considering the mortality of gastric resection, it should 
be borne in mind that the mortality under medical treatment 
without operation is 100 per cent. The following statistics in 
regard to the mortality in the various methods of resection have 
been collected from the publications of the following writers : 
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Von Hacker, Mayo, Hartmann, Kappeler, Maydl-Jedliczka, 
Krause, Kocher, von Mikulicz, Caspersohn, Moynihan, Poncet, 
Délore and Lériche, Czerny, Spassokukotsky, von Eiselsberg, Garré, 
Brinner, Kroénlein, Burkhardt, Roux, Brenner, Gussenbauer, 
Kimmel], Délore and Alamartine, Boeckel, Groves, Tixier. 


METHOD OF No. or No. or DEATHS PERCENTAGE OF 
OPERATION AUTHORS CasEs MorRTALITY 
36 
40 
2 corn Sasa ahs glove 54 26 
All Methods........... : 42 


The immediate mortality is much less when the operation is 
done in two stages, and I would therefore strongly advocate a 
preliminary gastro-enterostomy. This method gives a much 
larger proportion of cures, and in six cases reported by Groves'® 
there was not one fatal result. Many other surgeons also recom- 
mend a two-stage operation, consisting of preliminary gastro- 
enterostomy, with resection three weeks later. Radical operation 
should not be undertaken if there is any doubt as to whether re- 
section wide of the disease can be performed. 

The minimum operation consists in the removal of two-thirds 
of the stomach, that is to say the lesser curvature, half the greater 
curvature, an inch at least of the duodenum, and all the primary 
glands, including the lower and upper coronary, right paracardial, 
supra-pyloric, right supra-pancreatic, upper and lower right gastro- 
omental, and retro-pyloric. In advanced cases the transverse 
colon and great omentum should be removed. Between April, 
1897, and May, 1910, Mayo operated upon two hundred and 
sixty-six cases by partial gastrectomy and pylorectomy, with a 
mortality of 12°4 per cent. the usual procedure being closure of 
both ends, together with posterior gastro-enterostomy. 

INDICATIONS FOR OpeERaTION. If exploratory laparotomy 
reveals a freely movable tumour of the gastric wall, gastro-enter- 
ostomy should be performed, as it is the best treatment for ulcer 
and the only hope for cancer. Resection is contra-indicated if the 
mass is extensively adherent and there is no certainty that it is 
cancer, owing to the fact that posterior gastro-enterostomy will 
afford relief if it is ulcer, whilst adherent cancer is practically hope- 
less. Mikulicz found adhesion to neighbouring organs in forty- 
six out of one hundred and sixty-three cases, usually to the pan- 
creas, and in three only to the liver. Adhesion to the liver is 
not a contra-indication to radical operation, as it was present in 
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two of Mikulicz’s patients who survived the operation two years. 
All tissues involved in the cancerous process should, if possible, be 
removed. 

REMOTE RESULTS OF OPERATION. The average duration of life 
after resection has been computed at fifteen months and twenty 
days. Mr. Groves has collected one hundred and twenty-seven 
cases in which the cause of death after resection is given. These 
cases are reported by Goldschwend,” Rasumowski,” Miller,” 
Branham,” Frazier,** Bishop,” Brinner,”® Carré,?’ Krénlein,™ 
Steinthal,” Czerny,®® Kérte,?! Graham,®? Makkas,** and Mizo- 
chuchi.** 

The following table gives an analysis of the cause of death 
in the above cases: 


Pulmonary complications, especially pneumonia 
Hemorrhage 

Septic Cholangitis 

Brain Symptoms 


It will thus be seen that about two-thirds of the cases died 
from peritonitis, and of the remaining third, half died from shock 
and half from pulmonary complications. 

Paterson*® states that there is a probability of permanent 
cure in about 12 per cent. of the cases operated upon. Death from 
recurrence usually takes place within three and a half years. The 
prognosis after extensive removal is as follows: Recovery from 
operation, 85 per cent., living three years without recurrence, 20 
per cent. In analyzing his cases of cure, Kocher found that the 
freely movable tumours were mostly situated at the pylorus; 
all but one were adeno-carcinomata, many of the colloid type, 
and only one was a scirrhus. Recurrence is most likely to be 
avoided by removal of the lymphatic glands which may be in- 
volved in the cancerous growth, but Mr. Groves does not believe 
that the removal of the lymphatics along the greater and lesser 
curvature, even when combined with that of certain glands upon 
the anterior surface of the pancreas, is sufficient, and therefore as 
a routine measure he also removes the greater portion of the 
great omentum. 
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Makkas made enquiries about one hundred and five cases in 
which resection was performed between 1891 and 1904 at the 
Mikulicz clinic, and obtained reports from ninety-two. Sixty- 
five of the patients had died at the beginning of 1906, but three only 
died from recurrence. In most of the cases death occurred in the 
first or second year after operation, six in the third year, three in 
the fourth, two in the fifth, and one in the sixth. The average 
length of life of the patients with recurrence was eighteen months 
and nine days in Mikulicz’s cases, eighteen months in Kronlein’s, 
eighteen months and ten days in Kocher’s, twenty months in Korte’s, 
and twenty-six months in Roux’s cases. Kiittner states that many 
patients live for years without recurrence, and that as a rule per- 
manent cure may be assumed if the patient remains free for three 
years, although in one case he has observed recurrence five years 
after operation. 

At the time when Makkas received the report, twenty-seven of 
the ninety-two cases were apparently free from recurrence, and 
seventeen of these had been operated upon more than three years 
previously. Kocher has done one hundred and forty gastrectomies 
for cancer, and twenty-five of these patients are living without 
recurrence. If ten cases operated upon less than three years ago, 
are deducted from these, and also seven which died from inter- 
current affections without recurrence, there are 20 per cent. of 
cures persisting for more than three years. In thirteen cases, 
which have remained cured for more than four years, the functional 
results are perfect, and digestion and nutrition normal. After 
operation the stomach contents showed absence of free hydrochloric 
acid, but normal albuminoid digestion. Kocher has reported 
one case which was perfectly well seventeen years after resection, 
and another twelve years after. Bircher reports one which re- 
remained well fifteen and a half years after operation. Mikulicz, 
Czerny, Kérte, etc., have observed freedom from recurrence twelve, 
nine, eight, seven, six, and five years after operation. 

In 1909 Poncet, Délore, and Lériche reported one hundred and 
sixty-nine cases of gastric cancer, in forty of which resection was 
performed, with an operative mortality of 35 per cent. The 
procedure employed was, in all instances, Billroth’s Method II. 
Seven, or 34 per cent., survived more than a year,—sixteen months, 
twenty months, twenty-seven months, three years and six months, 
five years and ten months. In 1909 Goldschwend reported a case 
which had remained without recurrence for eight years. In 
Murphy’s collection of one hundred and eighty-nine cases, seventeen, 
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or 8 per cent., lived three years after operation, and Ratimoff** 
has reported one which lived for ten years without recurrence. 
Mikulicz states that of seventy-one cases which recovered from 
operation, twenty-two lived more than two years. Of the one 
hundred and seventeen cases reported by Délore and Alamartine, 
the remote results were known in eighteen. Five, or 27 per cent., 
died from recurrence or generalization during the first year, seven 
from recurrence in an average of twenty months, and six have 
remained well for more than a year, including one patient who has 
been free from recurrence for three years and eight months, and one 
who has been free for six years. In 1910 Boeckel*®’ reported 
seventy-six cases which had come under his observation during the 
last ten years. The radical operation was performed in eleven 
cases, nine-tenths of the stomach being removed. Seven were 
completely cured. Two of these have died from intercurrent 
affections, and the others are perfectly well seven years after 
operation. In 1910 Mayo reported two hundred and sixty-six 
cases of partial gastrectomy and pylorectomy. Thirty-nine of 
these cases were still living five years after operation, sixty-four 
were living four years after, and eighty-eight were living three years 
after. 

If, on account of the extent of the disease, gastro-enterostomy 
only can be performed, there is, in most cases, recovery from the 
immediate effects of the operation, but the average length of life 
is only six months. I have performed gastro-enterostomy in twenty 
cases, and it has been followed by a great degree of comfort in 
practically every instance. In the majority of cases the patients 
stated that they felt as good as ever, that their digestion was as 
good as it ever was, and that they had been perfectly comfortable 
since the operation. They continued in this condition for some 
months, and until near the fatal termination. So that, even though 
life is prolonged for such a comparatively short period, I am of 
opinion that it has been quite worth while to give these patients 
this small respite from suffering. Several of my cases lived a year 
after operation. In some cases the operation affords but little 
relief, but there is generally marked improvement, and Kiittner 
reports instances in which the patients lived in comparative comfort 
for one, two, and even three years after its performance. He 
believes that it is only justifiable as the first stage of a radical 
operation, or when the radical procedure of resection is regarded 
as too severe or utterly impracticable. The mortality is estimated 
by Payr as 3°5 per cent. 
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In regard to my own statistics in operations for cancer of 
the stomach, I have not had a sufficiently large number of cases 
to make them of much value. Altogether, I have operated on about 
fifty cases of cancer of the stomach. Of these, twenty-two cases 
were in too advanced a stage of the disease for any operation. In 
twenty cases a gastro-enterostomy was done, with two deaths, and 
in six cases a partial gastrectomy was done, with two deaths. I 
should like to refer to a few cases of special interest 

W. M.., aged fifty-four, referred by Dr. C. J. O. Hastings, gave a 
history of ulcer dating back for one year, with loss of weight from 
one hundred and eighty to one hundred and twenty-six pounds. The 
growth involved the pyloric end, lesser curvature, and part of the 
body of the stomach. A two-stage operation was done, posterior 
gastro-enterostomy being performed in the first place, and ten days 
after this he left the hospital, when he was taking his ordinary 
meals. Four weeks after the operation he had gained twenty-seven 
pounds. 

The second operation of gastrectomy was then performed. 
Two-thirds of the stomach were removed, including about an inch 
of the duodenum, and the glands along the lesser curvature and 
greater curvature. About a week later he developed a duodenal 
fistula, which discharged a large quantity of bile. Two weeks 
later the wound was re-opened, and the duodenum sewn over very 
carefully. It was very soft and friable, and it was difficult to 
get the stitches to hold. About two weeks later the bile again 
discharged through the wound, but in six weeks the fistula had 
closed completely. The operation was performed on January 
18th, 1910. It is now a year and four months since the oper- 
ation, and he is in good health, and eats fairly large meals with 
normal digestion, although he has only a very small stomach left. 
There is no evidence of recurrence. 

Mrs. D., aged forty-seven. I was called to Oshawa by Dr. 
Ford to operate upon her. There was no history of ulcer or vomiting 
of blood. The present symptoms appeared about three months 
prior to the time when I first saw her, when there was consider- 
able emaciation. She had well marked pyloric obstruction, and 
vomited everything that she took, either two or three hours after 
eating or after a second meal. One could feel a mass in the region 
of the pylorus. 

At the operation a very large mass at the pyloric end of the 
stomach was found, involving about three inches of the anterior 
wall of the stomach next to the pylorus, as well as about two and 
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a half inches of the posterior wall of the stomach. The glands 
along the lesser and the greater curvatures were enlarged. The 
tumour was easily movable. I decided to do a two-stage operation, 
and accordingly a posterior gastro-enterostomy was done. She 
made a nice recovery, left the hospital in two weeks, and 
returned to the hospital in four weeks, having gained thirty 
pounds in weight. I then did resection of the stomach, removing 
an inch of the duodenum and about half of the stomach; namely, 
all of the lesser curvature and nearly half of the greater curvature, 
together with a number of enlarged glands along the lesser and the 
greater curvatures. ‘These glands were quite hard, and were, we 
thought, undoubtedly carcinomatous, but on section they proved to 
be inflammatory, and the mass in the stomach consisted chiefly of 
fibrous tissue. There was a small patch on the anterior wall, the 
size of a ten cent piece, which was carcinomatous. 

Plate A is a drawing of the stomach, showing the situation 
of the carcinomatous degeneration at c.a., and the shadow shows 
the portion of stomach greatly thickened with fibrous tissue, the 
dotted line indicating the line of section of the stomach. Plate B 
is the portion removed cut open, showing a probe through the 
pylorus, which is only large enough to admit it, and c.a. 
indicates the site of the carcinoma. The small picture above 
shows the size of the pylorus. Plates C and D are sections through 
the growth. These plates will give an idea of the extent of the 
growth and the site of the carcinomatous degeneration. The two 
microscopic sections show very well the epithelial cells breaking 
through the basement membrane, and the cancer invading the 
muscular wall of the stomach. Dr. O. R. Mabee, pathologist to 
the General Hospital, who made the sections, reports as follows: 
“The pylorus is thickened, firm, and indurated. Its lumen 
is much narrowed, and admits only a very small probe. Its mucous 
membrane is smooth and continuous with that of the stomach. 
Just within the stomach, on its anterior wall, there is a small ulcera- 
tion, measuring 2 cm. in diameter. Its edges are raised and indura- 
ted, and the stomach wall surrounding them is moderately thickened. 
Microscopic examination of sections through the pylorus shows 
a large increase in the connective tissue of the submucosa 
and of the muscle, with irregularly distributed areas of infiltration 
by small mononuclear lymphocytes. The mucosa shows moderate 
atrophy of glandular tissue, and the submucosa shows slight 
chronic inflammatory changes. Sections through the margin of 
the ulcer show a typical glandular proliferation, the cells of which 
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in some areas break through their basement membrane and invade 
the submucosa and muscle. These cells are generally columnar 
in type, and contain numbers of mitotic figures. Anatomical diag- 
nosis: adeno-carcinoma, gastric ulcer, chronic interstitial gastritis, 
pyloric stenosis.”’ 

Although the patient gave no history of ulcer, it would 
appear most probable that the disease began with ulcer, and 
that the large amount of fibrous thickening present was due to inflam- 
mation around this ulcer. Inasmuch as the area affected was so small 
in extent, and the glands not being involved, it seems likely that the 
patient will be permanently relieved. Eight months have now 
elapsed since the operation, and she is apparently in good health, 
doing her usual work about the house, and her husband states that 
she eats more than he does and has perfect digestion. ‘Two other 
cases are living, a year and half a year, respectively, since operation, 
and two have died. 

Another case in which a tumour could not be felt, is that of 
G.B., aged forty-seven. He had been ailing for two years, with 
a history of ulcer. The stomach contents were examined a num- 
ber of times, and always showed excess of hydrochloric acid, 
so that it seemed quite clear that he was suffering from gastric 
ulcer. Within one week of the time I operated upon him, examina- 
tion of the gastric contents showed excess of hydrochloric acid. 
At the operation we found the lesser curvature and anterior 
and posterior wall of the stomach involved in a carcinomatous 
mass, the mass being saddle-shaped, and extending, also, up to and 
involving the cardiac end of the stomach. The glands of the 
lesser curvature were all involved, and several along the greater 
curvature. The growth extended up into the gastrohepatic omen- 
tum. It was also adherent posteriorly to the pancreas. I made 
an attempt to remove this mass, and succeeded in separating 
the growth from the pancreas by shaving off a portion of the 
pancreas, as well as dividing the gastro-hepatic omentum above 
the growth, but on account of the extension of the growth | 
beyond the cardiac end into the oesophagus I decided not to persist 
further with its removal. The patient recovered from operation, 
and is still living, and in fact feels somewhat relieved. Plate B 
will give an idea of this case. 

F. G. E., aged forty-five, had suffered from stomach dis- 
order for three years. Symptoms of gastric ulcer had been pres- 
ent for the last six or eight months. A large tumour was pal- 
pated. It was clearly an inoperable case, but as he had almost 
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constant vomiting, not being able to eat any food, it was decided 
to do a gastro-enterostomy. On account of the extent of the 
growth we were obliged to do an anterior gastro-enterostomy, 
He recovered nicely from the operation, but vomiting commenced 
again, and became very persistent, in fact a vicious circle was 
established, and in order to relieve it we submitted him again 
to operation, doing an entero-anastomosis. He only vomited once 
after this, evidently from the anesthetic. He obtained perfect 
relief, ate better than he had done for months, although two-third; 
of his stomach were infiltrated with cancer, and was quite comfor'! 
able until his death about three months later. 

This case, and others of a similar character, cause me to recom- 
mend strongly a gastro-enterostomy in cases of inoperable cancer 
involving the pylorus, even though life is only prolonged a few 
months, for the patient is made comfortable, and life, even if not 
actually enjoyable, is made bearable. 


CONCLUSIONS 


1. The mortality after resection, computed from the statistics 
of the recent work of several of the leading surgeons, has been re- 
duced to 20 per cent., and is due in two-thirds of the cases to peri- 


tonitis, and in-one-third to shock and pulmonary complications, in 
about equal proportions. 

2. The immediate mortality is much less when the operation 
is done in two stages, and I therefore strongly favour a preliminary 
gastro-enterostomy. 

3. Cases in which the colon, pancreas, or posterior lymphatics 
are seriously involved, should be considered inoperable. 

4. In order to give the best chance of freedom from recurrence, 
there should be adequate removal of associated lymphatic areas, 
together with the tissues in front of the pancreas. 

5. It is to the physicians that we must look for any further 
improvement in the immediate and remote results in operation . 
for cancer of the stomach, for with the perfect technique now em- 
ployed, surgeons have more than done their part, and it now but 
remains for physicians to improve their diagnostic acumen suff- 
ciently to enable them to refer these cases for operation at an early 
stage of the disease. 


See page 831 for References. 
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Plate A.—lIllustrating Dr. Bruce’s Article. 
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Plate B.—lIllustrating Dr. Bruce’s Article. 
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Plate C.—lIllustrating Dr. Bruce’s Article. 








’s Article. 


Plate D.—lIllustrating Dr. Bruce 
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THE ATIOLOGY OF CHOLELITHIASIS, WITH 
SPECIAL REFERENCE TO THE 
AGE-INCIDENCE 


By E. Stantey Ryerson, M.D., C.M. 


Junior Surgeon, Toronto General Hospital, and Hospital for Sick 
Children, Toronto; Demonstrator in Surgery, University of Toronto 


|F any member of the profession were to ask the age at which 
one is most likely to find gall-stones in a patient, the answer 

would probably be, ‘‘Possibly between forty and fifty, but most 

cases occur in old people, i.e., in those over fifty or even sixty.” 

Mayo Robson,’ says, ‘‘ Although gall-stones may occur at any 
age, they are rarely found under the age of twenty-five or thirty.” 

Schroeder has it that under the age of twenty the percentage is 
2°4; from twenty to thirty, 3°2; from thirty to forty, 11°5; from forty 
to fifty, 11°1; from fifty to sixty, 9°9; over sixty, 25°2 per cent. 

Mayo,” in the article on gall-bladder in Keen’s ‘System of 
Surgery,” says, ‘“‘Nearly 50 per cent. of all the cases are people 
above forty years of age.” 

Rolleston*® thinks that, ‘‘The majority of patients with cholelith- 
iasis are over forty years of age, and it is rare before thirty,” while 
A. O. J. Kelly, in Osler’s* “‘System of Medicine,” says, “Seventy- 
five per cent. or more of the cases are found in persons over forty 
years of age, and less than 1 per cent. in those under twenty years.” 

Being under the impression that gall-stones were rare in the 
young, I was somewhat surprised when I had two cases in one year in 
my experience at the Toronto General Hospital, in girls, eighteen and 
seventeen years of age, respectively. Briefly the history of these 
cases was as follows: The first case, M. E., aged eighteen, was 
admitted to the hospital on September 4th, 1909. Acute appen- 
dicitis was diagnosed, and an immediate appendicectomy was per- 
formed by the writer. Seventeen days later her acute symptoms 
increased again, and a cholecystotomy was performed, and ten gall- 
stones were removed. She made an uneventful recovery. The 
second case, E. D., aged seventeen years, German, was admitted 
on September 2nd, 1910. Here, again, the diagnosis of acute 
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appendicitis was made, and the appendix removed. But in 
this case I examined the gall-bladder and found it distended, hard, 
and tense. A second incision was made over it, a large number of 
gall-stones were removed, a partial cholecystectomy was performed 
on account of the inflamed cedematous condition of the distal one 
and one-half inches of the fundus, and the remainder of the gall- 
bladder was drained. Her recovery was also uneventful. 

I had intended to discuss the relation of appendicitis to chole- 
cystitis with gall-stones, but the age incidence became of such inter- 
est that I decided to leave the former question for a future paper. 
The records of the Toronto General Hospital include one hun- 
dred and forty-five cases of gall-stones and cholecystitis between 
1905 and 1910. A complete table of them will be found appended. 
I hope to show by the arguments and tables which I am about to 
present that gall-stones are more frequently found between the 
ages of fifteen and forty-five than they are in persons over forty-five 
years of age. I realize that this is contrary to all the authorities 
quoted in the beginning of this paper, but I shall let the facts speak 
for themselves. 


TABLE I 


OPERATION CASES No || 
Group AGE a Tora | Opsra- || Tora | Per Cent. 
GS + GS - TION 


I. lis to 25 years. | 14 9°9 


23°4 
III. |36 to 45 years. | 22°7 
l15 to 45 years. | 56°0 

IV. 16 to 55 years. 
y. |e to 65 years. 


——_—— 


VI. |Over 65 years. 





46 to 76 years. 


From the above Table it will be observed that seventy-nine 
out of one hundred and forty-one cases, or 56 per cent., occurred 
between the ages of fifteen and forty-five, as compared with sixty- 
two, or 44 per cent., between forty-six and seventy-six years. Out 
of one hundred and ten cases operated upon, gall-stones were found 
present in eighty-six, forty-eight of these, or 55°8 per cent., being 
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under forty-five, and forty-two, or 44°2 per cent., over forty-five 
years. Or, if we look at the thirty-one cases not operated upon, we 
find that eighteen, or 58 per cent., were under forty-five, and the 
balance over that age. No matter how we analyze the above 
figures, whether we take the cases as a whole, or the cases operated 
upon, or those operated upon in which gall-stones were found pre- 
sent, or those not operated upon but which were diagnosed chol- 
ecystitis or cholelithiasis, the percentage of cases between fifteen 
and forty-five years of age ranges from 55°8 per cent. to 58 per cent., 
whereas the percentage over forty-five varies from 42 to 44 per cent. 


TABLE II 


Unver | 2to5 | 6to 10 {10 to 20 |20 to 30 
1 Year | YEaRs 














The above Table represents the duration of symptoms in ninety- 
seven out of one hundred and forty-one cases. These symptoms 
were suggestive in each case of some disturbance of the digestive 
tract; they varied in degree and character and they were of sufficient 
significance to be of value in arriving at a diagnosis of a diseased 
condition of the gall-bladder. From Table II it will be seen that 
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fifteen out of thirty-seven patients over forty-five years of age 
gave a history of symptoms ranging from six to thirty years, 
while under forty-five there were only eight out of sixty cases. 
From this Table it will be found also that the initial stages of 
thirteen cases in Groups IV, V, and VI, in which gall-stones were 
present at operation, occurred in the period from fifteen to 
forty-five years. If these thirteen cases be added to the seventy- 
nine cases recorded in Table I, the percentage of cases between 
fifteen and forty-five years of age is increased to sixty-five. 

Should we not learn another lesson from Table II? If we are 
able to say that symptoms have existed from one up to ten, or even 
up to thirty years, and have corroborated our diagnosis by opera- 
tion, why were we not able to determine that gall-stones were 
present one or ten or thirty years ago? Does it take us, in other 
words, thirty, or ten, or even one year to make a diagnosis of chole- 
lithiasis? My contention is that those cases should not have been 
allowed to run on for such a time, but that they should have been 
operated upon sooner, and been thereby prevented from the one, or 
ten, or thirty years of suffering to which they were subjected. If 
we can diagnose the presence of gall-stones between forty-five and 
sixty-five years of age, and we can, then we should also diagnose 
them between twenty-five and forty-five years of age; and once the 
diagnosis is made, the recognized treatment of the present day, 
cholecystotomy, should be immediately adopted. I would even 
go a step further. Why should we not actually prevent the forma- 
tion of gall-stones, which occurs between fifteen and forty-five years 
of age? 

Before answering this question let us consider for a moment 
what etiological factors are concerned in the formation of gall-stones. 
The most immediate cause of gall-stones is a mild, catarrhal in- 
flammation of the epithelial lining of the gall-bladder and ducts, 
as the result of which there is a precipitation of cholesterin. This 
inflammation occurs as the result of an infection with either (a) 
colon bacillus, or (b) typhoid bacillus. We have no definite know- 
ledge as to the age at which the former infection might take place; 
but the latter, typhoid infection, is known to occur most frequently 
between fifteen and thirty-five years of age. We have in this cause, 
then, another argument in favour of my contention that gall-stones 
begin to form between fifteen and forty-five years of age. 

Among the main predisposing causes to gall-stone formation we 
have stagnation of bile. Many conditions contribute to this, 
the more important of which are: sedentary habits, tight lacing, and 
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increased intra-abdominal pressure, such as is caused by pregnancy. 
I do not wish to consider the relation of sedentary habits to gall- 
stones, other than to suggest the possibility of their being the 
result rather than the cause of cholelithiasis. 

‘Pregnancy would also seem to be a factor in the causation of 
gall-stones,’’ says Mayo Robson, “‘as in a large series of cases 
90 per cent. of the women affected had borne children.”’ Here 
again is a cause which exists between the ages of fifteen and forty- 
five. W.J. Mayo’ reports that in a series of twelve hundred and 
forty-four hysterectomies for fibromyomata of the uterus, he found 
gall-stones present in ninety-two cases, or 7°1 per cent. The age at 
which fibroids are most common is from fifteen to forty-five, that 
is, the period of sexual activity. As gall-stones are found in 7 out 
of every 100 cases, which most commonly occur in this period, we 
have another argument in favour of the frequency of gall-stones 
at this time of life. 

The argument that gall-stones are commonly found in old 
people at autopsies is frequently quoted. I have looked up the 
autopsy reports of the Toronto General Hospital for the years 
1906-7-8, and give the following table of three hundred and forty- 
five cases. 


TABLE III 
Autopsies during 1906, 1907, and 1908. 











From this it will be seen that in five out of one hundred and 
thirteen cases, gall-stones were found at autopsy between the ages 
of fifteen and forty-five, and in seven out of one hundred and thirty- 
seven cases, over forty-five years. In other words, the proportion 
of cases of gall-stones found at autopsy over forty-five years is 
practically no greater than that under this age. 
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SUMMARY 


1. Table I shows that in the one hundred and forty-five cases 
presented, gall-stones occurred in 55°8 per cent to 58 per cent., 
between the ages of fifteen and forty-five. 

2. If we add to the above the number of cases whose symptoms 
started in that period (Table II), the percentage is increased to 
sixty-five. 

3. That typhoid fever, which is recognized as one of the excit- 
ing causes of gall-stone formation, occurs most often in the early 
part of that period. 

4, That the conditions of pregnancy and fibroids of the uterus, 
which are known to be commonly associated with gall-stones, are 
most common at that time of life. 

5. That gall-stones are not found at autopsy in any larger 
proportion of cases after forty-five than before that age. 

Will the time ever come when we shall go a step further and 
endeavour to prevent the formation of gall-stones? 

If gall-stones are formed as the result of a chronic infection 
of the gall-bladder occurring most commonly between the ages of 
fifteen and forty-five, why should we not try to overcome this 
infection? We know that if a gall-bladder is emptied of stones and 
drained for a short period of time, that stones very rarely re-form, 
as the cause of their formation, chronic infection, has disappeared. 
If this is the case, why should we not take the same steps when we 
know that a chronic cholecystitis is present, which will ultimately 
result in the formation of gall-stones? Will the patient ever get 
rid of the infection if we do not drain his gall-bladder? The anatom- 
ical arrangement of the cystic duct, on account of the infolding of 
the mucous membrane in the form of valves in the interior, is of 
such a character that it is questionable whether it can provide suffi- 
ciently free drainage to the gall-bladder to rid it of its infec- 
tion. The fact that we know that there exists ‘‘typhoid car- 
riers’’.in whom the typhoid bacilli have been found in the gall- 
bladder twenty and even thirty years after infection, also shows us 
that this infection of the gall-bladder tends to persist, unless steps 
are taken to relieve it. Not infrequently, in operating upon the 
abdomen for symptoms suggestive of gall-bladder trouble, if the 
surgeon cannot palpate stones in the interior of the gall-bladder or 
in the ducts, he closes the abdomen without opening the gall-bladder. 
The symptoms of chronic cholecystitis are so closely identical with 
those of cholelithiasis, that the gall-bladder, although showing no 
stones or peritoneal changes, such as adhesions, should invariably be 
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opened and drained in such cases. I consider the simple operation 
for uncomplicated gall-stones with its mortality of ‘5 per cent, 
(Mayo), to be an entirely justifiable procedure as a means of prevent- 
ing the years and years of symptoms which gall-stones are known 
to cause. The day is surely not far distant when we shall advise 
immediate drainage of the gall-bladder, not only for gall-stones, 
but also for chronic cholecystitis, such as that complicating typhoid 
fever or other intestinal infection, and by so doing we shall prevent 
the formation of gall-stones, with their years of chronic indigestion, 
repeated attacks of biliary colic and irritation resulting in malig- 
nant disease. 


Cases of Cholecystitis and Cholelithiasis occuring in the Toronto General Hospital 
from 1905 to 1910. 
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EXTIRPATION OF THE THYROID GLAND 
| IN MONKEYS 
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AND JOHN A. Gunn, B.A., M.D. 
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INTRODUCTORY 


ORSLEY’' appears to have been the first to extirpate the thyroid 
in monkeys. In his first paper this author describes symp- 
toms which are now usually referred to under the name of tetany. 
“Moreover,” he says, ‘‘the symptoms of the disease termed myxce- 
dema by Dr. Orde, and ordinary cretinism, are gradually developed.” 
The animal becomes imbecile and shows swellings of the skin due 
to infiltration of the tissues by mucin. The salivary glands become 
enormously hypertrophied, the temperature becomes low, and the 
animal dies comatose. The author considers that these experi- 
ments allow one to state that the pathology of myxcedema “is 
almost settled.” 

In his second paper Horsley states definitely that, ‘‘In the higher 
animals, monkeys, the operation on the young individual produces 
the same results as in a young dog. But, as I showed last year, 
an older animal, if kept under ordinary circumstances, will survive 
for six or seven weeks, dying at the end of that time of myxcedema.” 

Murray” and Edmunds® also state that it is possible by 
operation to induce myxcedema in monkeys. On the other hand, 
Munk,‘ Kishi,® and Vincent and Jolly® affirm that their 
animals showed no symptoms which could be properly called 
myxcedema. The latter observers, in their first paper, give the 
results of seven experiments in which thyroids and parathyroids 
were completely removed at one operation. One animal died on 
the fiftieth day without any specific symptoms having been obser- 
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trouble. No specific symptoms were observed. Five of the animals 
were killed at the end of 67, 86, 60, 55, and 48 days, respectively, 
after the operation. Three of these showed no symptoms whatever, 
while, of the other two, one had slight muscular tremor and the other 
typical tetany. Inno case could Vincent and Jolly find myxcedema; 
that is to say, in no case was there any appreciable swelling to be 
observed in any part of the body. The animals were subject to 
catarrh and laryngeal affections, and they were, speaking generally, 
less capable of resisting disease. Although it is to be regretted that 
the animals were not kept for a longer period, yet it is clear that 
the duration of survival without the occurrence of mycoedematous 
swelling was, in most cases, well beyond the period of seven weeks 
assigned by Horsley. 

Vincent and Jolly concluded that myxcedema and cretinism 
must be due to causes more complex than simple thyroid insuffi- 
ciency. A further series of six experiments on monkeys confirmed 
their results previously recorded. It is worthy of note, also, that 
Vincent and Jolly were quite unable to induce any swellings of the 
sub-cutaneous tissue by thyroid extirpation in any kind of animal, 
although a very large number of expeniments was performed. 

We are not aware that any observers, other than those above 
mentioned, have carried out thyroid extirpation in the monkey. 
A large number of writers seem, however, to have accepted as 
proved the views of Horsley, Murray, and Edmunds, and the 
majority of text-books have taught that myxcedema and cretinism 
are due simply and solely to thyroid insufficiency, and that it is 
possible, by removal of the thyroids, to reproduce very accurately 
the clinical pictures furnished by these diseases. Unable to recon- 
cile or to account for the differences in the actual results of experi- 
ments as recorded by Horsley, on the one hand, and Vincent and 
Jolly, on the other, we thought it advisable, as a preliminary to 
other work on the thyroids, to repeat the experiment of simple 
extirpation in monkeys. 


RESULTS OF EXPERIMENTS 


The anatomy of the thyroids and parathyroids in monkeys 
is fairly well known. In our animals the thyroid lobes were united 
by an isthmus, and the parathyroids were always more or less em- 
bedded in the thyroid, so that they must have been removed along 
with the thyroid. This, however, was verified in every case by 
careful ohservation at the time of operation and also post mortem. 

1. Macacus rhesus. ¢ Operation, March 19th, 1910. Com- 
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pletely recovered from operation. Remained well for three days; 
died on the sixth day, having showed no symptoms other than 
slight tremor and listlessness. 

2. Macacus rhesus. ° Operation, March 21st, 1910. Re- 
mained well for four days when some stupidity and paresis were 
observed. On the twelfth day there was some puffiness of the face. 
At no time was there any tremor or pronounced tetany observed. 
Died on the seventeenth day. 

3. Macacus rhesus. s Operation, October 31st, 1910. Symptoms 
of tetany on the third day. The animal died on the seventeenth 
day in an emaciated condition. 

4. Macacus rhesus. ° Operation, October 31st, 1910. Refused 
food on the fourth day and had typical tetany on the seventh day. 
Died greatly emaciated on the eighteenth day. 

5. Macacus rhesus. s Operation, December 26th, 1910. Typical 
nervous symptoms on the thirteenth day. This condition lasted 
with intermissions for five days. The animal then practically 
recovered and remained in good health till the sixty-third day, 
when paresis again occurred. On the seventy-first day it was found 
in a comatose condition, when a small dose of thyroid extract was 
given. After a few hours tetany supervened. The animal died 
the following day, seventy-two days after operation. 

6. Macacus rhesus. ° Operation, December 28th, 1910. No 
symptoms of any kind were observed till seventy-one days after the 
operation, when there was some malaise and loss of appetite. The 
monkey got steadily feebler and more apathetic until the eighty- 
first day, when it died, having shown no specific nervous symptoms. 

7. Macacus rhesus. ° Operation, March 7th, 1911. Remained 
well till the fifth day, when slight nervous symptoms came on. Re- 
mained in a state of moderate feebleness till the thirty-sixth day, 
when it had a distinct attack of tetany. From this the animal 
did not recover and died on the following day. After the final 
attack of tetany, a small dose of thyroid was administered. 

8. Macacus rhesus. « Operation, March 7th, 1911. This animal’s 
symptoms pursued a similar course to those of No. 7. On 
the thirty-sixth day, however, the day on which monkey No. 7 
died, No. 8 was in a comparatively good state of health, 
although by no means free from symptoms. Three fairly large 
doses of thyroid extract were administered at intervals of several 
hours. Acute tetany supervened and the animal died on the 
fortieth day. 

On comparing these results with those obtained by Vincent 
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and Jolly, one is struck not only with the differences between the 
two series, but with the individual variations, especially in our 
series of experiments. A table showing the duration of life in the 
two series of Vincent and Jolly and the one series of our own, will 
aid in an appreciation of these differences. 











VINCENT AND JOLLY HaALreNNy AND GUNN 














Series I. Series II. 
1. 67 days, killed. 32 days, died. 6 days, died. 
2. 50 “ died. 88 “ killed. mS a 
3. 86 “ killed. =. -s* 
4. 73 “ec died. 68 “ “ 18 “cc “ 
5. 60 “ killed. 62 “ “cc 72 “ a“ 
6. 55 “ a 1 day, died. a me 
.. 48 “ “ “ “ 





It would seem that, on the whole, the operation was much 
more serious in our hands than in those of Vincent and Jolly, since 
it is probable that many of their animals would have survived for 
a long period had they not been sacrificed. Again, none of our 
animals were entirely free from symptoms, although this was 
the case in several of the experiments of Vincent and Jolly. 
It is to be regretted that Horsley has published no protocols 
of his experiments. So far as one can judge, the duration 
of life in his experiments seems to have been intermediate between 
that recorded by Vincent and Jolly and that observed by us. The 
reason for such wide divergence in the results obtained cannot at 
present be stated. The species of monkey operated on may count 
for something. The state of the animal at the time of operation is 
obviously a matter of importance, and in view of the stress laid by 
Horsley upon the effects of temperature, it may reasonably be 
assumed that climatic conditions in the place where the experiments 
have been performed, may be a matter of considerable importance. 

As will be seen from the above protocol of our experiments, 
many of them were performed during the depth of winter, when the 
outside temperature was frequently lower than twenty below zero. 
The laboratory had been well heated, but during the night the tem- 
perature must frequently have fallen very low, though never as low 
as freezing point. 

Many of our animals became very emaciated, and lack 
proper nutrition, owing to various grades of paresis and consequent 
impossibility to feed, must have been a contributing cause of death 
in many cases. Although our animals were carefully tended and 
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regularly fed, Professor Vincent tells us that they did not receive 
quite the same attention and persistent nursing as was meted out 
to his animals in Edinburgh. 

In one monkey only, No. 2, was there any puffiness of the 
face. This certainly gave rise to a myxcedematous appearance, 
and corresponded in general terms with the descriptions, now so 
familiar, of Horsley, Murray, and Edmunds. But, on careful 
examination, this appearance seemed to be due to a true cedema 
and not the solid cedema characteristic of myxcedema. Moreover, 
no trace of it could be discovered an hour or so after the death of 
the animal, and the salivary glands were not enlarged. It is possible, 
however, that this condition represented the first stage of a true 
myxcedema. If this were the case, it is remarkable that it should 
have occurred only once out of twenty-one experiments, especially 
as other observers have described it as of regular occurrence. It 
must also be remembered that, according to Vincent and Jolly, 
myxcedema does not occur in other animals. This was the obser- 
vation made by one of us’ in a former paper. 

The result of treatment with thyroid extract in experiment 
No. 8, seems to point to the possibility that tetany may be induced 
by such treatment in thyroidless animals. We could offer no 


explanation of such an occurrence, nor would it be wise to lay too 
much stress on one case. It may be well, however, to recall that 
tetany following an accidental over-dose of thyroid extract has been 
recently recorded.*® 


* Proc. R.S., Vol. XL, 1886, p. 6; Vol. XX XVIII, 1884, p. 5, sid. 

. “Diseases of the Thyroid Gland,” London, 1900, Lewis 

5 Jour. of Path. III, V, VI, and VII, 1896-1900. “The Pathology and Disease of 
the Thyroid Gland,” Edinburgh and London, 1901. 

* Virch. Archiv., CL, 1897. 

. , Vireh. Archiv., CLXXVI, S. 260, 1904. 

® Jour. of Physiol., Vol. XXXII, 1904, p. 65. Ibid., Vol. XXXIV, 1906, p. 295. 

* Halpenny, Jasper, “The Relationship between the Thyroid and Parathyroi 
Surgery, Gynecology and Obstetrics, Vol. X, 1910, p. 476. 

8 Skene. Brit. Med. Jour., Nov. 12, 1910. 
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GRADUATED DILATATION OF THE URETERO- 
VESICAL ORIFICE AND THE URETER 
ABOVE IT 


By Howarp A. Ketty, M.D., Battmore 


HE embouchure of the ureter at the bladder is its narrowest 
part, and any inflammation or stoppage there serves to back 
the urine up in the upper urinary tract with disastrous consequences, 
especially disastrous when we have a superadded urinary infection. 
I am sure the idea has occurred to many urologists that it would be 
a valuable aid in the treating of obstructive cases, if one could 
only convert this straight opening into a patulous canal as large, 
if possible, as the ureter above it. Such a dilatation would 
be especially serviceable in cases of infection, provided there was 
no second blockade at the upper end of the tract, for the infected 
urine would then drain off rapidly, in much the same way as 
when a ureteral catheter is passed up into the kidney and left there 
permanently. Such an extreme dilatation of the ureteral orifice 
would also tend to hasten the escape of a stone lodged in the urinary 
tract, as I showed some years ago. (See “‘Ureteral Calculus. Its 
Diagnosis by Means of the Wax-Tipped Bougie. Escape of the 
Calculus per Vias Naturales after Forcible Dilatation of the Ureteral 
Orifice.” Jour. Amer. Med. Assoc., March 3, 1900.) 

As early as 1894 I had a case of gonorrhceal stricture of the 
left ureter at its lower end, causing an accumulation of 150 c.c. of 
infected, milky urine in the ureter above the kidney and in the pelvis 
of the kidney. The stricture was tortuous, and I found I could best 
pass it with metal catheters which were made of various sizes, 
graduated up to 5 mm. in diameter, which I used to enlarge the 
tight stricture and permit the free escape of the urine. The result 
of the treatment of this case was that the accumulation was reduced 
to 100 c.c., and all the infection cleared up, and the patient was 
symptomatically well. (See “Operative Gynecology”, Vol. I, 
p. 534.) 

A high degree of dilatation also makes it possible to pass an 
alligator forceps up the ureter itself for a distance of 5°5 cm., or 
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more, to grasp a stone which is out of sight but located by z-ray 
picture, or by sound, or by wax-tipped bougie. As a matter of 
fact, every stone escaping through the ureteral orifice and out into 
the bladder when it is larger than the natural opening, must also 
escape in this way by a process of gradual dilatation (Fig. 1). 

The natural question arises whether we can by timely inter- 
ference abbreviate or perhaps improve-upon nature’s process by 
artificially dilating the ureteral opening. This cannot be done to 
any great extent with the water cystoscope, although those who have 
used this instrument skilfully within the past few years have adapted 
some of my larger ureteral catheters to their instruments, thus 
securing certain material advantages, the greatest, I think, being the 
obturating of the ureteral orifice to prevent reflux, while the ureter 
and renal pelvis are injected, in measuring the capacity of the 
ureter and renal pelvis by my methods. Another use is the intro- 
duction and retention of medicated fluids, or again to produce a 
mild attack of renal colic in making a differential diagnosis between 
this and other pains. 

I have been able, through my aéro-cystoscope to dilate the 
ureteral orifice in the course of one or several sittings, by means 
of graduated bougies from a diameter of 2°5 mm. up to 6°75 mm. 
For sizes above 3 mm. I use the ordinary short urethral bougies or 
catheters with an olive point furnished by the best makers of Paris 
and London. These instruments are 35 cm. in length and serve 
admirably, advancing by numbers, say, from ten to twenty, differ- 
ing by one-third mm. in diameter each. 

In the figure shown in the text, (Fig. 2) each one of the series of 
bougies held in my right hand has been introduced through the 
normal! right ureteral orifice as far as the pelvic brim. The largest 
introduced is seen actually in and well up the ureter. 

This patient, at present under my care, has a calculus about 
12 mm. in diameter in the pelvis of the kidney, which I am endeavour- 
ing to bring down by injection of sterilized albolene. Following 
the dilatation with bougies or catheters, I introduce an alligator 
forceps, the length of which is 19°75 cm. from bend to tip (Fig. 3). 
The speculum tube and funnel is 14 em. in length; all the rest of the 
forceps, is inside the ureter where I open and close the beak (Fig. 4). 
May not these practical suggestions also go a long way towards 
dealing with infections of the upper urinary tract which are often 
hard to handle on account of imperfect drainage? 
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Fic. 2.—Large bougie (6 mm. diam.) in right ureter. The graduated sizes held 
in the right hand have all been introduced. The speculum is 
11 mm. in diameter. 
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Fic. 3.—Following the bougies an alligator forceps can be introduced well up 
the ureter as here shown. 
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Fic. 4.—This is the forceps introduced into the right ureter. One can see from 
this how far the forceps penetrated towards the posterior pelvic wail. 
The length of the forceps from the bend to tip is 19°75 cm. 
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MODERN AIDS TO DIAGNOSIS IN OTOLOGY 
AND THEIR SIGNIFICANCE 


By James F. McKernon, M.D. 


PURING the last five years, several aids of recognized value in 

diagnosis have been placed in the hands of the otologist for 
daily use. Some are merely confirmatory of the clinical evidence 
presented, others are of the utmost value from the stand-point of a 
positive diagnosis. The writer will discuss these under separate 
headings. 

1. Blood. (a) Leucocyte and Differential Count. (b) Cultures. 
2. Labyrinthitis. 3. Lumbar puncture. 4. Radiology. 

LEUCOCYTE AND DIFFERENTIAL BLoop Count. From a series 
of blood examinations in over four hundred cases, the writer believes 
that these will show two things. First, the resisting power of the patient, 
as shown by the number of leucocytes present, which, if over fifteen 
thousand, shows a good resistance. If daily examinations show a 
steadily increasing number of white cells, we may safely infer that 
the patient’s resistance is improving, even though the inflammatory 
process is more pronounced. If, on the other hand, there is a small 
number of leucocytes from the first, the patient’s resistance to the 
disease is poor, and during the further progress of the disease, should 
they steadily decrease, the resistance becomes still poorer, and 
many times is an indication for an urgent operation, or calls for one 
being done earlier than would otherwise be necessary. 

The second thing of great value, from the clinical stand-point, 
is the polymorphonuclear percentage, which shows positively the 
amount of absorption taking place in the system as a result of the 
existing suppurative process. The normal percentage in the adult 
varies from fifty-five to seventy; in the young child from forty-two 
to sixty. In a suppurative lesion of the mastoid process without 
complications, the polynuclear percentage usually ranges from 
seventy to eighty. When adjacent structures are involved, as the 
blood current in the sinus or vein, it ranges from eighty to ninety- 
six percent. In other words, the higher the polynuclear percentage, 
the greater the absorption and the more urgent the demand for 
operative procedure, and this is especially true if frequent examina- 
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tions show a steadily decreasing number of leucocytes. If, however, 
repeated examinations show a decreasing polynuclear percentage, 
with a stationary or slowly decreasing leucocyte count, it is evident 
that the suppurative process is diminishing, and that nature is 
eliminating the poison from the system. The relation between the 
leucocytosis and polynucleosis is the valuable feature. Increasing 
leucocytosis with stationary or falling polynucleosis indicates better 
resistance and less absorption, while decreasing leucocytosis and 
increasing polynucleosis indicates loss of resistance and greater 
absorption. 

It must, however, be borne in mind that a suppurative process 
in a bone cavity does not show as high a polynuclear percentage 
as when present in the soft tissues of the body. While this differ- 
ential blood count and the leucocyte count are of value in deter- 
mining the absorption and body resistance, they should by no means 
supplant the clinical evidence as presented by the patient, but should 
be utilized as one of the links in the chain of diagnosis confirmatory 
of the clinical and physical signs exhibited. 

Bioop Cuttures. Libman, Sondern, and others have given 
us valuable aid from the laboratory in determining the condition of 
the blood current in phlebitis of the sinus, bulb, and vein, and, by 
availing ourselves of this aid, we may many times be enabled to 
make a much earlier positive diagnosis of involvement of these struc- 
tures than if we had awaited the development of a majority of the 
classical symptoms that usually accompany this disease. 

The technique for obtaining the blood is simple. Under 
strict aseptic precautions, a small needle is introduced directly into 
one of the veins of the arm (pressure having been first exerted 
above), and a sufficient quantity of blood is drawn into the syringe. 
The amount usually necessary for the cultures is 5 ¢.c. or more. 
This is incubated at 37°5°C. in flasks of bouillon and glucose bouillon 
and in plates of nutrient agar, glucose agar, and serum agar. These 
cultures are examined at intervals of eighteen hours for a number of 
days. If the infection is of an active or virulent type of a rapidly 
growing organism, a well-developed growth is usually found at the 
end of eighteen hours; but if no growth can be demonstrated, the 
cultures should again be placed in the oven and subjected to a longer 
period of incubation, as a negative result, at this time, does not 
mean that there is no bacteremia. If, at the end of forty-eight hours, 
no growth can be demonstrated, it is probable that no bacteremia 
exists, though there are frequent exceptions to this rule. In two 
cases of the writer, a growth did not show in the culture in one in- 
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stance until after fifty hours’ incubation, and in the second until 
after the culture had been in the incubator fifty-six hours. Both of 
these cases were of the less active type of infection, and showed, 
upon operation, a firmly organized clot with no tendency to disin- 
tegration. Should the first blood culture be negative, and the 
clinical symptoms as exhibited by the patient continue, then other 
cultures should be taken, for a thrombus may be present in the 
sinus or bulb, and still not show in the blood by one or more cultures. 
The explanation of this is that at the time the negative culture was 
taken there were no bacteria being given off from the phlebitic 
area on account of the firmly organized clot; but later, when soften- 
ing and disintegration took place, colonies of bacteria were loosened 
from the thrombotic area and thrown into the general circulation, 
and the blood extracted from the vein at this time will show a true 
bacteremia present, so that a negative culture with a continuance 
of pyemic symptoms of a low grade does not mean that there is 
absence of involvement of the sinus, and repeated cultures should be 
made. The most frequent infection found in phlebitis of the sinus 
or bulb, is that of the streptococcus; after this is the staphylococcus, 
and still a pneumococcemia may and does occur occasionally. I 
have never found it associated with a sinus or bulb phlebitis. 

While the writer does not wish to be understood as advocating 
waiting in all cases for a positive blood culture before operating, 
he does, however, urge that a blood culture be taken and repeated 
if necessary, provided the clinical evidence as presented by the 
patient is not sufficient for a positive diagnosis. If it be sufficient 
for such a diagnosis, then the culture is merely a confirmatory but 
most valuable aid. It is the opinion of the writer, based upon the 
results of a large number of blood cultures, that a smaller number 
of operations on the sinus, either exploratory or complete, would be 
done were the blood cultures made a part of the routine practice 
of the otologist in these suspected cases of sinus involvement. 
Before leaving this subject a word of warning may not be amiss, 
and that is that a suppurative process existing in other parts of the 
body can and does give rise to a bacteremia of the blood current, 
and the existence of such a condition should be eliminated prior to 
_ localizing it in the sinus or bulb. 

LABERINTHITIS. Labyrinthine suppuration occurs during the 
course of an acute or chronic purulent otitis media, more frequently 
associated with the latter. Its onset is marked by symptoms refer- 
able to both the cochlear and vestibular apparatus. If diffuse in 
character, the hearing is absent, there is extreme vertigo, nausea, 
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and vomiting, equilibrium is disturbed, and there is present a 
spontaneous rotary nystagmus to the diseased side. These symp- 
toms rapidly abate, and disappear entirely in a few days. The 
spontaneous nystagmus, at first to the diseased side, changes in 
direction to the sound side. This, however, disappears as the centres 
accomodate themselves to the altered conditions. Observation 
has taught us that in the presence of a completely destroyed laby- 
rinth, spontaneous symptoms will be absent unless the case be 
observed at a very early period of the disease. The diagnosis of 
destruction of the labyrinth is then to be made by systematic 
functional examination. First, by means of a suitable apparatus 
for excluding the hearing ear, such as the noise apparatus of Barony. 
Hearing for the voice is absent on the diseased side. Second, tuning- 
fork tests by air conduction are negative, as is the Galton whistle. 
Third, the Weber test refers the fork to the good ear. Fourth, 
absolute bone conduction is negative. The Rinne test is not suit- 
able of application, as the fork will not be heard by either air or 
bone conduction. Fifth, the fistula, compression, or aspiration 
test can be used by fitting a tip connected with a Pollitzer bag 
snugly into the external auditory meatus. Should a fistula be pre- 
sent, and the vestibular apparatus be functionating, compression 
of the bag will be followed by a slow conjugate deviation of the eyes. 
On aspiration there will also be a slow conjugate deviation, but in 
the opposite direction. As a result of this fistula test when positive, 
observation shows not only the presence of a fistula, but also demon- 
strates that the vestibular apparatus of the patient is functionating, 
the natural conclusion being that we are dealing with a circumscribed 
labyrinthitis. 

The normal vestibular apparatus may be experimentally 
stimulated, and nystagmus produced by rotation, by the application 
of a stream of hot or cold water to its outer wall, and by the appli- 
cation of the galvanic current in front of the tragus. Space does 
not permit of a detailed description of the normal reactions to these 
various tests, but brief mention will be made of the method of 
applying them in the presence of a non-functionating vestibular 
apparatus. 

' Rotation Test. The patient is seated in a revolving chair 
and turned ten times to the right. The duration of the resulting 
nystagmus from the moment when rotation ceases until its com- 
plete disappearance is carefully noted in seconds. The patient 
is then rotated ten times to the left, and a similar observation with 
regard to the nystagmus is made. If both vestibular apparati 
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are normal, these observations should practically agree, the average 
duration with the head erect being thirty-five seconds. Should 
one vestibular apparatus be destroyed, there will still be nystagmus 
after rotation in both directions, but there will be a marked differ- 
ence in duration. Should this difference be as great as three to one, 
we are in possession of strong presumptive evidence of destruction 
of the vestibular apparatus on the side showing the smaller amount 
of nystagmus. 

Catoric Test. Irrigation of an ear with water above the body 
temperature, with head erect, will give rise to a rotary nystagmus 
to the same side; irrigation with cold water will give rise to rotary 
nystagmus to the opposite side. When the vestibular apparatus is 
not functionating, it is evident that no such reaction can take place, 
the end organ of the vestibular nerve having been destroyed. It 
therefore follows that when a diffuse purulent labyriathitis is 
present, both caloric tests will be negative. In making the hot 
water test, the temperature of the water must be above that of the 
body temperature. For the reaction to cold, the temperature of 
the water should be about 68°F. The reaction to the galvanic 
test is of less importance in making the diagnosis in very recent 
cases and need not be further discussed here. 

To sum up briefly, when we have reason to suspect an invasion 
of the labyrinth, the hearing should first be tested; the presence 
or absence of spontaneous nystagmus should be noted; the presence 
of a fistula should be looked for, and careful observations made of 
the reactions to the rotation and caloric tests. On the results 
obtained from these various tests, a diagnosis of invasion of the 
labyrinth can be made; the extent of such invasion, whether diffuse 
or circumscribed, can be determined, and the nature of the operative 
measures necessary for relief can be mapped out. 

PERILABYRINTHITIS. Frequently a patient who has been the 
subject of a chronic purulent otitis media will complain of recurring 
attacks of vertigo and disturbances of equilibrium. Examination 
of such a patient does not demonstrate the presence of a fistulous 
opening in the labyrinthine capsule, and the reactions to rotation 
and caloric tests are obtained even more readily than when the 
middle ear is normal. The functional examination of the hearing 
locates the lesion in the conducting mechanism. It is evident 
that there is no disease of the labyrinth itself, and the conclusions 
seem well founded, that the labyrinthine symptoms are produced by 
pressure due to an extension of the necrotic process to the dense 
labyrinthine capsule. The vestibular apparatus, far from being 
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destroyed, is hypersensitive, and the cold caloric reaction can be 
obtained with water at a temperature as high as 86°F. It 
can readily be seen that such a condition present is an urgent indi- 
cation for a radical operation on the middle ear, to prevent a further 
extension into the labyrinth. 

LumBarR Puncture. A determination of the quality and 
character of the cerebro-spinal fluid in disease is often of the utmost 
value from a diagnostic stand-point. By its early withdrawal from 
the spinal canal we are made acquainted with its quantity, as deter- 
mined by the amount coming through the canula, showing whether 
it be in excess of the normal amount, and whether it shows evidence 
of increased pressure beyond the normal as it is being drawn. The 
character of the fluid as drawn may show us at once evidence of 
disease of the meninges. At times, when drawn, it appears, mac- 
roscopically, normal, but upon subjecting it to chemical, micros- 
copic, and bacteriologic examinations, we frequently obtain early 
and valuable information as to the intracranial conditions existing, 
and thus are often enabled to make an early diagnosis not only of 
meningitis, but its type as well, when otherwise it would have been 
necessary to wait some time before the classical symptoms of the dis- 
ease became sufficiently manifest for recognition. 

Its examination is also frequently of value in a differential 
diagnosis between an atypical brain abscess, encephalitis, and 
meningitis. During the past two years, early and frequent examina- 
tions of the cerebro-spinal fluid have proven of the utmost value to 
the writer in making an early diagnosis of purulent meningitis, and 
thus leading to prompt and efficient measures for its relief and cure 
before the system became depleted by the advanced ravages of the 
disease. 

RapioLtocy. X-ray pictures of the mastoid in disease are 
fairly accurate, especially if one has studied a series of plates of the 
mastoid process in health and in disease, which I believe it is neces- 
sary to do in order that proper and accurate deductions may be made. 
It is of especial value as an aid in diagnosis in obscure and chronic 
cases. There are but few cases of the acute type when it is necess- 
ary to have a radiogram taken, as the clinical symptoms and physi- 
cal signs are usually so pronounced that a diagnosis can easily be 
made without any additional aids. It is, however, of distinct value 
in certain cases of the chronic type, where there is an absence of all 
the usual clinical symptoms and physical signs. Here a radiogram 
taken of the suspected side and compared with the opposite or nor- 
mal side, shows, in many cases, a thickening and obliteration of the 
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cellular structure with occasional bone defects around the antrum, 
showing a large cavity, marked cloudiness of the cells, with com- 
plete or partial obliteration of the trabecule, indicating the presence 
of pus in the mastoid. At times in the adult mastoid, a radiogram 
will show one or more cells cloudy, while others closely adjacent 
are perfectly clear. These cells contain pus and are easier to dem- 
onstrate than when the entire structure is involved. If one makes 
a practice of radiology in his mastoid work, it is always essential 
to obtain any previous aural history as an aid to the more accurate 
interpretation of the plates taken. 

In the experience of the writer, radiograms of the sigmoid 
sinus do not show at all distinctly unless there is pus present; a 
thrombus gives a very unsatisfactory picture. 

In localizing brain abscess, tumours of the brain, gumma, etc., 
its use and value has been demonstrated, but it is only after a care- 
ful study of a large number of radiographs taken of this region, that 
it becomes of distinct value as an aid in diagnosis, for it is only 
by comparison of plates of the normal, as well as of the suspected, 
cases that we are able to interpret the pathological from the normal 
conditions. 

While it may possibly seem that too much importance has 


been placed upon some of these aids in diagnosis, the writer would 
again emphasize the fact that they should in no way supplant the 
clinical evidence presented by the patient, but in the difficult and 
obscure cases their use may lead to earlier, accurate diagnosis, and 
thus the harmful or fatal delay in awaiting classical symptoms may 
be avoided. 


‘In his address before the Philadelphia Medical Club, President 
Taft said: ‘Now we have a division of eighteen hundred men in 
Texas and California. They have been there for two months 
living under canvas and in a country soaked with rain.... I 
need not recall the dreadful record of sickness from typhoid fever 
in the camps at Chickamauga. ... Of the volunteer regiments 
mobilized during the Spanish-American war, 90 per cent. (about 
16 per cent. of the men) became infected with typhoid fever within 
eight weeks after the date of mobilization. To-day, two months 
after mobilization with the modern health regulations and by the 
use of vaccine against typhoid, not one case of typhoid has appeared 
in the entire force, except that of one teamster who was not vacci- 
nated.’ ”’—Journal of the American Medical Association. 













THE CANADIAN MEDICAL 


THE SURGICAL TREATMENT OF GALL-STONE 
DISEASE 


By Wi.turam J. Mayo, M.D., Rocnestser, MInn. 


ALL-STONES are foreign bodies, and, other things being equal, 

they should |be removed before infection and other complica- 

tions occur, which increase the risks of operation and diminish the 
chances of permanent cure for the patient. 

In reviewing four thousand operations which we have performed 
upon the gall-bladder and biliary passages (C. H. and W. J. Mayo, 
February 20th, 1911), I have been impressed with the fact that the 
mortality was due to the complications incident to the disease, 
rather than to the removal of gall-stones from the otherwise normal 
gall-bladder. Not only is the mortality greatly increased by the 
involvement of the deep bile passages, the liver, pancreas, and 
neighbouring viscera, but the gall-bladder may also be found in such 
a condition as to render an attempt to save it impracticable and 
fraught with the possibility of a recurrence of symptoms. The gall- 
stones are, however, the responsible agents in the production of 
these complications, inasmuch as they set in motion a train of events 
which would not have occurred had the gall-stones been removed 
early in the history of the disease. 

In simple cholelithiasis the calculi are found free in the cavity 
of the gall-bladder. As a rule the bile enters and leaves the gall- 
bladder without hindrance, and the colic is merely a painful mani- 
festation of temporary obstruction: an acute blockage mechani- 
cally brought about by the gall-stones or by coincident infection 
which, for the time being, converts the gall-bladder into a closed 
cavity. The patient has the typical ‘“gastralgia” of the ancients, 
a pain which is referred to the epigastric region, extending upwards 
behind the sternum through to the back, sometimes to the right, 
less often to the left, lasting from a few moments to six or eight 
hours. There may be complete freedom from all symptoms be- 
tween colics. There is very little constitutional disturbance in the 
colic stage of gall-stone disease. The gall-bladder has no lymphatic 
glands, and but few lymphatic channels, and its cavity distends so 
readily that the infectious contents are not subjected to great 
tension; therefore the absorption of toxines is minimized, the pulse 
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and temperature remain normal, and local symptoms, such as tender- 
ness or pain in the region of the gall-bladder, are, as a rule, absent. 

It is in this early period that operation furnishes an easy, safe, 
and efficient cure. Cholecystostomy with temporary drainage of 
the gall-bladder to the surface, is the operation preferred, because 
it saves this valuable organ for future function. As a rule the 
patients are up and about in from eight to ten days, and in from 
twelve to fourteen days they leave the hospital with healed wounds. 

The danger of re-formation of gall-stones after cholecystostomy 
is exceedingly small. In our series we observed but three cases in 
which stones had re-formed in the gall-bladder, and it is probable 
that in the majority of cases of supposed re-formation of gall-stones, 
the stones had not re-formed, but were incompletely removed at 
the primary operation; an accident which does not often happen 
when the operation is done early. 

The function of the gall-bladder is to take the tension from the 
common and hepatic ducts and the ducts of the pancreas. It also 
acts to produce mucus, which protective substance, when mixed 
with the bile, tends still further to reduce the chances of pancreatic 
and other complications. The hypothesis that the function of 
the gall-bladder is that of bile storage is obviously erroneous, since 
there are from thirty to fifty ounces of bile secreted each day, and 
the capacity of the normal gall-bladder is but one ounce; a quantity 
relatively too small to be of much importance. In addition, there 
is not sufficient muscular tissue in the gall-bladder to enable it to 
contract for the purpose of emptying its cavity as do organs of 
storage function, for example, the stomach and urinary bladder. 

Continued obstruction marks the second stage of gall-stone 
disease. The gall-bladder does not regain cystic duct drainage, 
but remains a closed cavity, and the patient, instead of obtaining 
relief in a few hours, has a continuance of symptoms for a greater 
or less length of time, leading finally to cystic gall-bladder, empyema, 
etc. During this stage an elevation in temperature takes place, 
usually 100° to 102°, and for the first time we find tenderness 
in the region of the gall-bladder, which may often be palpated as 
a tumour, and so serious is the effect produced by the lack of drain- 
age and the infection, that the function of the gall-bladder may be 
permanently destroyed. If the infection is acute, perforation may 
occur into the free peritoneal cavity, or more often by ulceration 
into the duodenum, transverse colon, or the stomach, discharging 
the stones and infective material through the fistulous opening, 
leaving behind a permanent crippling of the involved organs. 
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Sometimes the gall-bladder perforates posteriorly into the liver, 
forming secondary abscesses, or it may perforate into a peritoneal 
pocket, which becomes attached to the abdominal wall by advanc- 
ing protective peritonitis and, after prolonged invalidism of the 
patient, opens spontaneously to the surface of the body. 

In the majority of cases of continued obstruction, however, 
the fluids are absorbed slowly, the gall-bladder contracts down 
upon the mass of stones, which then remain a source of chronic 
irritation and the cause of recurrent regional peritonitis, or the 
local symptoms disappear, and the patient developes a chronic 
stomach trouble which is usually called dyspepsia, or indigestion, 
and is unavailingly treated for years for supposed stomach disease, 
when the stomach is merely acting as a mouth-piece to call attention 
to the disturbance elsewhere in the digestive tract. Treatment 
directed to the stomach in these cases is about as effectual as it 
would be to deluge with water a fire-alarm box because it is sound- 
ing the alarm of fire. 

The treatment of these cases of chronic obstruction should be 
as conservative as possible. Removal of the stones and temporary 
drainage of the gall-bladder will ordinarily restore some function, 
and prevent further mischief. In some cases, however, the damage 
to the cystic duct is so great that it cannot be relied upon to maintain 
a free drainage channel between the gall-bladder and common duct, 
and cholecystectomy may be necessary. Thick-walled, functionless 
gall-bladders are a cancer menace, and they should be removed also. 

It is in this class of cases, in which the gall-bladder is con- 
tracted down upon a mass of stones, that secondary carcinoma is 
likely to develop. In our experience 2°25 per cent. of all operations 
upon the gall-bladder and biliary tract have shown malignant 
complications. The danger of carcinoma alone is five times as 
great as the mortality following operations for the relief of simple 
gall-stone disease. 

Carcinomatous disease of the gall-bladder is three times as 
common in women as in men, which is about the relative frequency 
of gall-stones in the two sexes. Gall-stones were found in nearly 
all of our cases of carcinomata of the gall-bladder, although, as a rule, 
there had been no recent symptoms. However, a good, early 
history of gall-stones was usually obtained, showing that the stones 
could have been removed at an earlier period, and the carcinoma 
prevented. ~ 

In a number of instances, we have excised a known carcinoma 
of the gali-bladder with a considerable portion of the liver, and in 
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not a single instance did the patient survive one year. But we have 
five cases alive and well at periods of from two to six years after 
operation, where the removal of a badly-damaged gall-bladder had 
coincidentally removed an early carcinoma; in other words, early 
removal of carcinoma of the gall-bladder can be expected to give 
good results. 

Cholecystectomy is not so simple or so safe an operation as 
cholecystostomy. It requires a larger incision and more extensive 
manipulation. .There is danger of injury to the common duct and 
deep vessels and a considerable amount of raw surface sometimes 
results in the gall-bladder notch of the liver after excision, requiring 
special measures to check the oozing of blood. Should trouble 
in the shape of stricture, etc., arise in the common duct later, loss 
of the gall-bladder disturbs the anatomy and removes a valuable 
guide, and instead of an easy, safe, cholecystenterostomy for relief, 
the far more difficult operation, that of implanting the common 
duct into the duodenum, will be required. While this may be 
accomplished successfully with the employment of the Coffey’ 
technic, the bad general condition of such patients renders any 
serious operation unusually hazardous. 

One of the most serious complications of gall-stone disease is 
stone in the common duct, which might be called the third stage. 
So long as the stones are confined to the gall-bladder, the trouble 
remains local in an organ which is not essential to life, but with the 
entrance of stone and infection into the deep duct of the liver, two 
fundamental organs which are essential to life are liable to be 
involved in the process; namely, the liver and the pancreas. Stones 
in the common duct not only impair the health of the patient, but 
complications directly threatening life may arise at any time. 
Removal-of the stones alone is not sufficient; adequate provision 
must also be made for the relief of the duct infection, which exists 
in the liver, and sometimes in the ducts of the pancreas as well. 

In the 4,000 operations, the average mortality was 2°75 per 
cent. In 2920 the disease was local and confined to the gall-bladder 
and cystic duct. The operative mortality was 1°8 per cent. In 
2165 of these, cystostomy was performed with a mortality of 1°5 
per cent. In 755 cases, cystectomy was performed with a mortality 
of 2°4 per cent. Contrast this data with 492 cases in which the 
common duct was involved with an average mortality of 8 per cent., 
a mortality which depended not so much upon the operation itself, 
as upon the extent of involvement of the liver and pancreas, and 
the bad general condition of the patient. 
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The removal of stones from the common duct during the 
quiescent period gave a mortality of less than 3 per cent.; in the 
cases marked by active cholangitis with jaundice, the mortality 
was about 10 per cent. Where there was complete obstructive 
jaundice, that is, no bile in the ducts, the mortality was nearly 
25 per cent. 

In no class of cases is there greater necessity for exercising 
individual judgement in choosing the proper time for operation 
than for stone in the common duct. During the stage of acute, 
obstructive jaundice, operation is unsafe. In all cases of obstructive 
jaundice from stones, the stools should be watched carefully for the 
appearance of bile, as even in the most severe forms of the disease 
there will be times when at least a little bile will pass into the 
intestines, and this is the time to choose for operating. 

Pancreatitis as a complication occurred 359 times in the 
4,000 cases. Seven per cent. of the cases in which the disease was 
confined to the gall-bladder and cystic duct had pancreatitis, and 
27 per cent. of the cases of stone in the common duct had pancreatic 
complications. Acute pancreatitis was found seven times, with 
four deaths, and sub-acute pancreatitis occurred twenty-seven 
times, with no deaths. Several of these patients were found to have 
fat necrosis, which would indicate that this complication is by no 
means so fatal as was formerly supposed. Chronic pancreatitis, 
which was found 325 times, did not appear to exert a marked influ- 
ence upon the immediate mortality or the ultimate recovery of the 
patient. 

The work of the late W. E. B. Davis” taught us that the 
essential factor in the operative treatment of common duct stones 
is thorough drainage of the hepatic ducts through the incision in 
the common duct, and as a result of this teaching the mortality 
was reduced from nearly 40 per cent. to less than 10 per cent. 

Kehr,® who has done much to aid us in understanding gall- 
stone pathology, has been especially insistent upon the necessity 
for the so-called ‘‘hepaticus”’ drainage in common duct operations, 
which is best made by direct tubage of the hepatic duct after 
Robson’s* method. The tube is left in the duct, draining practi- 
cally all of the bile to the surface for from seven to ten days follow- 
ing operation. 

Hemorrhage sometimes occurs during the period of jaundice; 
oozing of blood at first from the wound, and later, general bleeding 
of the purpuric type. Various remedies have been advised as 
preparatory treatment for this condition, such as chloride of 





ASSOCIATION JOURNAL 871 


calcium, thyroid extract, and numerous other remedial agents. 
We have tried them faithfully, but have not been able to see any 
benefits from their use. After a hemorrhage has begun, the sub- 
cutaneous exhibition of alien or human blood-serum has been strong- 
ly recommended, but it has not the specific effect that, for example, 
it has in the hemorrhage of the newborn, and in a few cases in 
which we have used it the benefit derived was doubtful. 

Hemorrhage has seldom followed the removal of stones from 
the common duct since we have been more careful in selecting the 
time for operation. In a few cases a hemorrhagic tendency was 
manifest between the fourth and the eighth day, after adhesions had 
made a fairly firm protection to the drainage area. When serious 
hemorrhage occurs, we find that packing the wound with a two 
inch strip of iodoform gauze, incorporating in the packing a con- 
siderable quantity of a mixture of one part acetanilid and seven 
parts boracic acid used dry, is the most effective procedure. In 
the majority of the jaundiced patients who died from hemorrhage 
after being operated upon, the jaundice was found to be due to 
cancer of the liver ducts or of the head of the pancreas. 

In performing an operation for the removal of gall-stones, a 
careful examination through an incision of sufficient size to admit 
the hand should be made of those organs which might harbour 
similar symptoms; that is, the stomach, liver and pancreas, the 
duodenum, appendix, pelvic organs, and right kidney. 

In regard to after treatment, especially of the common duct 
cases where there is jaundice, the use of large amounts of saline 
solution by proctoclysis after the Murphy method is of great value. 
This fluid is picked up almost entirely by the derivatives of the 
portal vein, and has a direct flushing effect upon the liver, causing 
an early secretion of a large amount of bile. Most important of 
all in the after-treatment is to keep the stomach empty with the 
stomach tube to prevent acute dilatation of the stomach, which 
leads to acute fatty degeneration of the liver, the most frequent 
cause of death following operations upon the gall-bladder and 
biliary tract. 
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PRIMARY TUMOURS OF THE BLADDER 
By Wiiur1am Hurtcuinson, M.D., MontTrEeAL 


MY reasons for presenting this paper are twofold: I wish to 

awaken a new interest in the mind of the general practitioner 
in a condition which is very important, and one which necessitates 
an early diagnosis if anything is to be done for the patient; and 
to bring before the surgeon a new method of treatment or one which 
has only been in use for the past two years. All diseases seem to 
have certain cycles in which interest is awakened by the introduc- 
tion either of some new method of diagnosis or some new form of 
treatment. This has been clearly demonstrated in the case of 
bladder tumours. The introduction of the microscope and the 
methods of cutting and staining sections awakened a new interest 
in the pathology of these tumours; the introduction of the cysto- 
scope brought new interest in the diagnosis; and the operating 
cystoscope awakened a new interest in the treatment. Last of all 
comes the treatment by fulguration, which has brought this condi- 
tion once again into the lime-light. 

I wish to confine myself entirely to primary tumours of the 
bladder, and therefore will not deal with those arising from the 
prostate, or those invading the bladder secondarily from the rectum, 
vagina, or uterus, or, the rarest of all, the metastatic growths. 

It must be remembered that new growths of the bladder are 
not so uncommon as one would be led to suppose from the teaching 
of the past. Out of 1,667 cases of new growths in the Royal Victoria 
Hospital in the last fifteen years, there were 30 which occurred 
in the bladder. A. von Frisch,’ of Vienna, collected 300 cases from 
his clinic in twenty years, and Nitze, after the introduction of the 
operating cystoscope, had 150 cases. The statistics of Kuster” from 
the Augusta Hospital showed 0°25 per cent. of bladder tumours 
out of 19,267 cases of new growths, and Gurlt*® found 0°39 per cent. 
out of 1,663 tumour cases. 

As to the cause of tumours of the bladder, we are as much 
at sea as we are in the case of tumour formation in general. We 
can only speak of certain things predisposing to the formation of 
new growths, and these are essentially irritants. They comprise 
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the chemical, mechanical, and bacterial. How prominent a part 
these play in their formation is a disputed point at the present day. 

As to the age at which bladder tumours occur, we might say 
that there is no age which is exempt, but as the commonest form 
of these growths is the papilloma, and they usually appear between 
the ages of forty and sixty, so the great majority of bladder tumours 
occur within that age limit. Cases of sarcoma have been reported 
during the first year of life, and others after sixty. In our series 
of 30 cases, 27 occurred between the ages of forty and sixty. 

In respect to sex, it is interesting to note that the older writers 
considered that these tumours occurred more frequently in females 
than in males, but since the introduction of the improved methods 
of examining the male bladder the percentage has been found to be 
the reverse. Albarran,* out of a series of 361 cases, gave the 
percentage of females as 14. Nason® collected 99 cases, of which 
78 occurred in males, and A. von Frisch® had 256 males and 44 
females in his series of 300 cases. In our own series we found 19 
males and 11 females. 

As to the diagnosis of tumours of the bladder, one might say 
that there is only one way by which we can be absolutely sure that 
one exists, and that is by a cystoscopic examination. I do not 
wish to take up your time with any discussion of cystoscopy, as a 
great deal has been written on it during the past few years. I 
might, however, presume to sound a note of warning to those doing 
that work,—never be too sure that what you see is or is not a 
tumour. This is not altogether presumption on my part, as one 
of the best cystoscopists in the world mistook a blood-clot for a 
tumour. There is, however, one way of proving that the object 
seen is or is not a tumour, and that is by the introduction of a 
ureteral catheter and attempting to move the mass. The only 
exception to this is an encysted calculus, and that is comparatively 
rare. 

I wish, however, this paper to be of benefit also to those who 
either cannot do cystoscopy or without a great deal of trouble have it 
done for them. Therefore, it will not be out of place to mention 
one symptom which should lead the general practitioner, if not to 
make a diagnosis of a new growth, at least to suspect one, and have 
the bladder examined. This symptom, which so often seems to 
be regarded with indifference, is hemorrhage. It is the one symp- 
tom that is present in almost every case. Albarran’ found it in 
109 out of 140 cases, or 78 per cent., as the first symptom, and in 
another 10 per cent. it was present at some time during the course 
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of the disease, bringing the percentage up to 88. In our own series 
it occurred in 29 out of the 30 cases. If a cure is to be obtained 
or a mutilating operation avoided, the surgeon must get the patient 
early in the disease, and it is for this reason I wish to impress upon 
you the importance of an early diagnosis. It is to the general 
practitioner that we must look for aid in combating this very serious 
condition. I can hear some one say that hemorrhage is not a very 
reliable indication of the extent of the growth. That is perfectly 
true, but, on the other hand, we shall not meet with cases which have 
been bleeding for a number of years, such as the reports of the 
Royal Victoria Hospital show. The last case which came under 
our notice had been bleeding for four years, and when seen was found 
to have a large pediculated papilloma. Had this case been cysto- 
scoped when the bleeding first started, there would have been found 
a small papilloma which could have been removed by fulguration 
without the necessity of opening the bladder. 

The treatment of tumours of the bladder is essentially opera- 
tive, and this may be divided into two classes; namely, radical 
operations and palliative operations. Naturally the first question 
which arises is, When should a radical operation be done, and when 
a palliative one? Every one who has interested himself in surgery 
will see at a glance that this is-a very difficult: question to answer, 
as the skill and experience of the surgeon will make certain cases 
operable which to a less skilled operatoz would be considered 
inoperable. When one looks at it from the stand-point of the ex- 
perienced surgeon, all cases in which the growth is confined to the 
bladder may be said to be operable. Since the development of the 
operation of double nephrostomy, or ureterostomy, one can remove 
the whole bladder with a fair hope of obtaining a sufficiently good 
result to justify such a serious procedure. It is true that the 
results so far have not been as encouraging as one would have hoped 
for, but it must be remembered that a large number of the cases 
so operated on were in very bad condition before operation. We 
hope that in the future we shall not see such desperate cases as it 
has been the fate of surgeons to see in the past. Just as it is un- 
common at the present day to see such large ovarian cysts as 
those pictured in the older text-books, so with the better knowledge 
of the general practitioner and the aid of the newer methods of 
diagnosis in the hands of the specialists, cases will come to operation 
in the early stages. There is one fact to be remembered concerning 
bladder tumours, and that is that they remain localized to the 
bladder until very late in the disease. It must be borne in mind 
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that I am not referring to malignant growths of the prostate, but 
to primary tumours of the bladder. If, however, the tumour has 
gone through the coats of the bladder and invaded the pericystic 
tissues, then the case may be considered inoperable. 

In this paper I wish to deviate from the trodden path by dealing 
first with the operations on the most serious tumours and ending 
with those on the simple ones. The indications for undertaking 
the most serious of all operations, total extirpation of the bladder, 
are large carcinomata of the infiltrating type, sarcoma, myxoma, 
and epithelioma. Since the introduction of fulguration, we are able 
to eliminate from this class the multiple papillomata which Fenwick® 
said required total extirpation. The important question is, not 
how to remove the bladder, but what to do with the ureters. Many 
methods have been devised to meet this contingency, but these 
may all be arranged under four headings: 1. Implantation into 
the vagina. 2. Implantation into the intestinal canal. 3. The 
suturing of the ureters into a wound in the skin. 4. Tying the 
ureters and doing a double nephrostomy. 

The results of all these methods are not very encouraging, the 
best being obtained by the double nephrostomy. 

The conditions which indicate partial resection of the bladder 
are, small infiltrating growths situated at the fundus or, if at the 
base, on one side. There is no necessity of taking up time with a 
description of these operations, except to mention that the method 
recommended by Hagner is worth considering in those cases where 
the growth is situated on the upper portion of the fundus. 

The treatment of the third type of tumours, the papillomata, 
may be divided into two classes: cystotomy and endovesical opera- 
tions. The only points to be touched on in this paper in respect 
to cystotomy are, that it is necessary to obtain a good exposure, 
and that a portion of the mucous membrane be excised for a short 
distance around the tumour. Both these can be admirably accom- 
plished by means of the extraperitoneal transverse incision. 

The endovesical methods are three in number. The first is 
that devised by Thompson,’ and consists of passing an instrument 
similar to a lithotrite into the bladder and crushing the tumour. 
This method is obsolete and is merely of interest from an historical 
point of view. The second method is that introduced by Civiale and 
perfected by Nitze,!° and consists in the removal of the tumour 
through the operating cystoscope. His instrument was so con- 
stucted that a platino-iridium loop could be passed over the tumour 
and then heated to a white heat by means of the galvanic current. 
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By this method the tumour was burnt through and then passed 
or washed out. At the next sitting the base was cauterized with 
the galvanic cautery passed through the cystoscope. Nitze has 
had very good results from this method, having treated 150 cases 
without one fatal result. He does not claim that he has not had 
any recurrences, but he does claim that with this method they are 
not as frequent as, or at least not more frequent than, the recur- 
rences following cutting operations. The advantage claimed for 
this method over others is that in the majority of cases no anesthetic 
is necessary, and it does not necessitate the opening of the bladder 
and a more or less prolonged stay in the hospital. 

The one danger of the operation is hemorrhage, although 
Nitze claims that he did not have one case of severe hemorrhage 
in his series of 150 cases. Other men, however, have not had such 
good results. To overcome the danger of hemorrhage Klose’ used 
red heat instead of the white heat used by Nitze. Later he used 
a steel wire as a snare to crush the pedicle, but that did not give 
the results expected. This method is suitable for pediculated 
papillomata only, and although it is an admirable one, yet the 
inventor of each form of operating cystoscope is usually the only 
one who can use it. 

The third method is the one with which I wish to deal more 
in detail, as it is comparatively new, and one of which we may expect 
great things in the future. This method has been termed ful- 
guration, and consists in the use of the high frequency current. 
A few years ago Keating-Hart, in France, advocated the use of this 
current in the treatment of cancer of the cervix, and claimed very 
good results from it. He used a small electrode which he applied 
to the tumour for a second, then, withdrawing it a short distance, 
allowed the spark to jump to the tumour. It was from this sparking 
that the method received its name. By this means he produced 
a cauterization of the surface, and to a slight extent a coagulation 
necrosis for a short distance below the surface. Following the 
separation of the sloughs, a fibrosis occurred, and it was to this 
latter process that his results were undoubtedly due. About two 
years ago Beer,’” of New York, suggested that this method might 
be applied to tumours of the bladder. He obtained from the 
Wappler Electric Company, of New York, insulated wires small 
enough to pass through the catheterizing portion of the cystoscope. 
By applying the end of the wire to the tumour he obtained the same 
result as Keating-Hart obtained in cancer of the cervix. The 
method, although apparently the same, is, in reality, different. 
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In the case of tumours of the bladder the wire is placed directly 
on them, no sparks being apparent. The action in this case is the 
direct result of thermo-penetration, and we do not depend as much 
on cauterization as on heat coagulation in the depths of the tumour. 
In reality, then, this is not fulguration but thermo-penetration. 
The advantage of this method is that it is without danger, and in the 
majority of cases no anesthetic is necessary, as the treatment itself 
is absolutely painless. There never occurs the severe hemorrhage 
which was occasionally met with in the use of the operating cysto- 
scope. Then again, the bladder not having been opened, there is 
no necessity for a prolonged stay in the hospital. In the case of 
small growths, the patient can continue doing his work (as in one 
of my own cases). There is another advantage in this method 
over the cutting operations, and that is the avoidance of making 
a wound in the bladder on which a papilloma may be transplanted. 
This is not a fanciful idea, but one which is borne out by the 
experiences of a number of surgeons. Mr. Walker,’* of London, 
reported two cases in which after the removal of a papilloma by 
the suprapubic method, new papillomata developed in the suprapu- 
bic scar. 

The question naturally arises as to what cases are suitable 
for this form of treatment; but before answering it let us consider 
the cases which have come under my own care and those reported 
by others. The first case was that of a man aged thirty-four, who 
was admitted to the hospital on January 24th, 1911, complaining 
of passing blood in the urine and of marked frequency of urination. 
Cystoscopic examination showed a papilloma situated in the 
neighbourhood of the left ureteral orifice and completely obscuring 
it. It was a pediculated tumour, the outer end having wavy pro- 
cesses and being about the size of a twenty-five cent piece. On 
February 3rd, he was given his first treatment of three seconds 
exposure in about seven places. The treatment was repeated on 
February 4th, 10th, and 12th. On March 11th he returned, 
and the cystoscopic examination showed that the tumour was 
markedly diminished in size, leaving the ureteral opening quite 
apparent. He was given another treatment and told to return 
ina month. On April 11th he was again cystoscoped, and it was 
found that the tumour had almost entirely disappeared, a small 
piece only remaining. This was given a rather prolonged burning. 

The second case was that of a man aged seventy years, who came 
to the hospital complaining of frequency and urgency of micturition, 
blood in the urine, and pain on urination. On cystoscopic examina- 
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tion a large papilloma was seen, having a rather thick pedicle, 
situated on the left lateral wall of the bladder, and extending to 
the urethral orifice. On the base of the bladder and to the right 
side was a large, sessile papilloma which appeared to be about the 
size of a twenty-five cent piece. On March 23rd he was given a 
treatment by fulguration, but only a very few exposures were 
possible, as bleeding became rather troublesome. On March 25th 
he was again treated, and this time there was very little bleeding, 
so a rather prolonged treatment was carried out. He left the 
hospital the next day and returned on the 29th for treatment, 
going home when it was completed. He returned on April 3rd, 
when there was found to be a marked diminution in the size of the 
lateral tumour. He was given another treatment on that date. 
On April 6th the papilloma on the left side of the bladder looked 
much smaller, but there was considerable cedema of the bladder 
wall, and after giving him a short treatment he was told to let one 
week elapse before returning. He returned in a week, but there 
was still some swelling of the bladder mucous membrane, so, after 
giving him a treatment, he was told to stay away for a month. 
The third case is that of a man sixty-three years of age, who 
complained of having passed blood in the urine, frequency of 
micturition, and painful urination for the past eight years. 
Cystoscopic examination revealed a large, sessile mass in the neigh- 
bourhood of the right urethral orifice, and a number of others on 
the upper wall and left side of the bladder. The manipulations 
of the cystoscope caused considerable bleeding, so a very thorough 
examination could not be made. A few days later an attempt 
was made to fulgurate the growths, but this caused a certain amount 
of bleeding, and as his condition did not warrant manipulations 
which caused much loss of blood, it was decided to open the bladder 
and remove as many of the growths as possible, and fulgurate 
the rest. This was later accomplished by means of a transverse 
bladder incision. Five pediculated papillomata were ligatured 
at their base and cut away. The stumps were then thoroughly 
fulgurated. The large, sessile mass at the base of the bladder was 
simply fulgurated, as it could not be removed without considerable 
loss of blood. The bladder was partially sutured and a drainage 
tube left in. Ten days later the wound was re-opened and the mass 
was seen to be considerably diminished. This was fulgurated, 
and the bladder again drained. Ina few days the tube was removed, 
and the bladder allowed to close. As soon as the wound was com- 
pletely healed, he was again cystoscoped and there was seen to be 
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a recurrence at the site of one of the removed papillomata. This 
was fulgurated and then the main mass was treated. At intervals 
of two weeks, fulguration was twice repeated, and then he was sent 
home to return in a couple of months. On his leaving the hospital 
there was a diminution in the size of the tumour. 

TECHNIQUE: The patient is prepared in the same way as 
for a cystoscopic examination, and the rules as to anwsthetics are 
the same as would be applied to catheterization of ureters. The 
Brown-Beurger catheterizing cystoscope is passed and the obturator 
removed. The bladder is next washed out and the catheterizing 
portion containing the two insulated wires is passed into the sheath. 
The wires must be cut flush with the insulation, so that no injury is 
done to the bladder. The tumour is then located, and the end of 
the wire directed against it by the same manipulation as is used for 
directing a catheter into the ureter, and the current turned on. 
When using a Wappler high frequency, the regulator should be 
moved three points and a one-eighth inch spark-gap used. The 
current is left on for from ten to twenty seconds and then turned 
off, and the wire moved to another portion of the tumour. The 
advantage in using the Brown-Beurger instrument is that after 
a few applications the fluid becomes cloudy and irrigation can be 
carried out without removing the whole instrument. In the case 
of some patients, the tumour can be burned twenty to thirty times 
at one sitting. It will be found, however, that if the treatment is 
repeated at too short intervals, a considerable amount of cedema 
will be produced in the bladder mucous membrane. The treatment 
should only be given once a week. 

So far the number of cases reported has been very few, only 
eleven being found in the literature. Beer’? reported three cases 
which were benefitted by this method, but at that time was unable 
to report any cures. Since then he showed a case of a man who had 
had a very large papilloma completely removed. Keyes™ reported 
five cases, two being secondary growths, and thus not of any im- 
portance; two cases of recurrence, which were removed in four 
treatments; and one case of multiple papillomata still under treat- 
ment, but improving. Beurger’ reported three cases, one having 
a large papilloma, and two having small ones, all successfully 
treated. 

The conclusions we might draw from a perusal of all the above 
mentioned cases are that this method of treatment is undoubtedly 
the best for single papillomata. Miultiple papillomata may also 
be treated in the same manner, but when the condition has existed 
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for a long time and the tumours are numerous and large, the bladder 
should be opened suprapubically and all the growths removed. 
The recurrences, which are certain to appear, may be treated by 
fulguration. This method is admirably adapted for the treatment 
of recurrences. In a word, the locally malignant tumours, the 
papillomata, are the ones which call for this form of treatment. 
As to whether recurrences will be more, or less, frequent following 
this method, a definite opinion cannot yet be seen. It is, however, 
certain that the results cannot be any worse than they have been 
by other methods, and the patient suffers less inconvenience by 
this mode of treatment. 

Considering the statistics collected by Watson’® of operations 
on papillomata termed benign, which showed that 28 per cent. were 
operative failures, meaning immediate deaths or very rapid recur- 
rences, this new method should certainly recommend itself to all 
surgeons. 
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“Tue last report of the surgeon-general of the United States 
Army adds more evidence to the already overwhelming testimony 
in favour of the protective value of anti-typhoid vaccination. The 
figures given for the fiscal year ending June 30th, 1909, showed an 
incidence of typhoid fever sixteen times greater among the unvacci- 
nated than among the vaccinated troops. Up to October Ist, 
1910, only five cases had developed among the immunized, as 
against four hundred and eighteen among the non-immunized. 
Moreover, of these five cases, four were so mild as to leave doubt 
as to the diagnosis, and there were no bad effects of any kind 
as a result of the vaccination.”—The Journal of the American 
Medical Association. 
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Case Reports 


TUBERCULOUS OSTEOMYELITIS OF THE SYMPHYSIS 
PUBIS 


T= rarity of this case makes it one worthy of report. I. V., 

aged thirty-three, a telegraph operator, was admitted into the 
Montreal General Hospital on January 26th, 1911, suffering from a 
large swelling in the lower part of the abdomen. 

History. Fourteen months ago, while lifting hay, he gave 
himself a great wrench, as he thought, of the right hip. After two 
days the pain subsided, but three weeks later he had sharp pains 
in his right hip when he walked or spread his legs apart. He limped 
about until March, 1910, when he consulted a physician, and treat- 
ment improved his condition. But still a soreness remained in the 
hip joint, especially when he abducted his leg, or when he was 
lying on his right side. Flexion and extension movements were free 
and painless. 

In November, 1910, the patient noticed a small transverse 
lump under the skin about the size and shape of his little finger. 
It was midway between the umbilicus and the symphysis pubis. 
It was not tender or painful but continued to enlarge upwards, 
downwards, and laterally. The patient never had any night sweats 
or loss of weight. With the exception of an attack of rheumatism, 
he has always enjoyed good health. The swelling over the centre 
of the abdomen increased to a considerable size, and thinking it was 
a hernia he used a truss which he said gave him relief. The pulse 
and temperature were normal. 

On examining the abdomen, I found the mass freely movable; 
there were no dilated veins, but between the umbilicus and the 
symphysis there was a large mass extending on each side of the 
middle line about 2°5 inches. The skin was not involved and there 

,was no heat or redness. This swelling protruded from the abdomen 
and seemed to be external to the muscles. Fluctuation was quite 
apparent in the centre of the tumour. Rectal examination revealed 
nothing. The right hip joint was quite normal in appearance and 
movement. 

On January 31st, the patient was anesthetized and an incision 
was made above the pubis, which evacuated a large quantity of flaky 
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pus, quite without odour. On putting in my finger I felt a large 
cavity at the symphysis pubis, which contained a sequestrum and 
some cheesy matter. The sequestrum was removed, the cavity 
scraped out and the opening closed. Another opening was made 
directly over the cavity, and through this the cavity was packed 
with iodoform gauze, which was removed in a few days and Beck’s 
paste, No. 1, placed in the cavity and an z-ray taken. This paste 
came away in a day or two. Then Beck’s paste, No. 2, was injected 
into the cavity, and from that time there was no further discharge. 
The wound healed rapidly, and before he left on February 28th, he 
was able to walk about without pain in the hips or pelvis. The 
situation of the sequestrum is unusual and the good effect of Beck’s 
paste was well demonstrated. 


Montreal. Francis J. SHEPHERD. 


‘“‘As the result of the pioneer work of Harrison, and the sub- 
sequent work by Burrows, Carrell, and others, malignant growths 
are now being artificially cultivated and studied in vitro. The 
results so far obtained are so recent that they can hardly be viewed 
with the proper perspective, but it has been shown that it is possible 
to cultivate not only the neoplasms of animals but also some human 
ones. The liquefaction of the medium by human tissues has so 
far been a serious drawback, but it will no doubt be overcome 
ultimately. The studies of Lambert and Hanes show that the cells 
of different kinds of tumours, even in the artificial surroundings 
of cultivation in vitro, maintain certain peculiarities. In practically 
all forms of malignant neoplasms thus far grown, the cells have been 
actively amoeboid and actively phagocytic. The work of Burrows 
and Carrell on animal tissues showing that the hypertonicity or 
hypotonicity of the surrounding serum causes variation in the 
growth of different kinds of tissue is very suggestive in its bearing 
on the etiology of the malignant neoplasm. If it can be shown 
that mere alterations in the tonicity are not the only factors 
determining the rate of growth, but that there are also specific 
substances in the blood which influence the growths of particular 
organs or tissues, we may revert to a humoral conception of the 
etiology of malignant growths. At any rate we may discover that 
certain changes are the necessary exciting element.’’—Yale Medical 
Journal. 
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Editorial 


THE ONTARIO MEDICAL COUNCIL 


THE expected has happened and the Ontario Medical 

Council has yielded to the persistent demands for 
radical changes in its methods and examinations. 

Possibly it has not shown enough enthusiasm in the 
matter of reorganization, but as this is under the consideration 
of a committee it is too soon to criticize. 

What is really important, though, is the tacit admission 
that the universities are not only competent to carry on the 
work of medical education, but are to be trusted. 

Possibly the council was wise in retaining the power 
to examine candidates for a license at the end of the fifth 
year in medicine, surgery, and midwifery, and its action in 
appointing three university men as well as three from the 
profession at large as examiners was most commendable. 
In this way there will be a strong check on any university 
showing a tendency to fall from grace, and the standard of 
medical education is likely to advance rather then retrograde. 

We are still of the opinion that the Medical Council is 
far too great in numbers, and if the live universities were 
given one representative each, the general profession five, 
and the homceopaths one, it would be ample to do the work 
satisfactorily and well. 

Another modification must be made, too, in the interest 
of the student. Now that the costly examinations are done 
away with, the excessive fee should be greatly modified. 

It is to be hoped that during the recess the re-organization 
committee will not, like the House of Lords, balk at the idea 
of reforming itself, but will rise to the occasion with the 
same promptness which characterized it when it cut off the 
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representatives of two non-active universities. Perhaps the 
incentive will not be quite as strong, but the necessity is 
certainly as great. 

The council is to be congratulated on having as energetic 
and progressive a man as Dr. Edward Ryan as its president; 
he is not only a council enthusiast, but an ardent university 
man as well. 

To summarize the sweeping changes in a few words: 
the university and council matriculation standards have 
become identical; council examinations are abolished with 
the exception of a test in medicine, surgery, and midwifery 
at the end of five years of a successful university course. 


THE INTERNATIONAL SANITARY EXHIBITION 


SHORT reference has already been made in this JouRNAL 
to the International Sanitary Exhibition now in pro- 


gress in Dresden. Dr. A. S. Monro, of Vancouver, who 
recently returned from Germany, has given some information 
regarding this exhibit, which he characterizes as “the finest 
exhibition in preventive medicine, sanitary science, and hygiene, 
ever presented.” One of the most interesting buildings 
is the people’s. In it are arranged complete exhibits of all 
the common infectious and contagious diseases. The history 
of each is illustrated by collections of old paintings, engravings, 
drawings, and charts, showing its ravages in olden times. 
A beautiful collection of wax models gives the clinical appear- 
ance of each disease, and pathological specimens from uni- 
versity museums illustrate its morbid anatomy. If the disease 
is due to a specific microdrganism, this is shown both by en- 
larged micro-photograph and under the microscope. Where 
specific, prophylactic, or curative treatment is used, this 
also is exhibited, as in diphtheria, both the method of manu- 
facture and of administration being shown. All special forms 
of disease found in workers, such as the various intoxica- 
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tions, skin inflammations, lung and eye disorders, are set 
forth in the same manner, with the means used to prevent 
each. 

Many other interesting exhibits are given place in this 
building. One, by means of charts, statistics, and other 
methods, shows the amount of alcohol consumed per head by 
the inhabitants of various countries, its effect upon their 
physical and social condition, and other information relating 
to its manufacture and use. Another illustrates the effect 
of wrong feeding upon infants. In fact, the exhibit is practi- 
cally complete as an educational means of showing the people 
the methods of preventing and recognizing the common 
diseases. 

The other buildings are given up to special exhibits,— 
those connected with municipal hygiene and public health, 
the detection of adulteration and substitution in foods and 
products, appliances for preserving and keeping free from 
contamination various foods, and many other phases of this 
interesting side of hygiene. 

Canada was not represented. And yet our high infant 
mortality, our epidemics of typhoid fever, our toleration of 
the public drinking cup, make it plain that we have much to 
learn from such an exhibit. A corresponding one on a smaller 
scale, at some centre in Canada, a centre that might be changed 
from year to year, would do much to awaken the public, and 
to make it take an active and intelligent interest in the efforts 
that are being made by physicians and health officers to teach 
the principles of preventive medicine. 


THE PATIENT’S DILEMMA 


E have heard much of the doctor’s dilemma. We are 
likely to hear more of the patient’s dilemma, as the 

free play of the profession is impeded by unconsidered legis- 
lation. It is by freedom that medicine has attained to its 
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high place, because the physician, being a free man, has 
chosen to be the servant of all. He is his own master and 
yields a willing service such as no compulsion can secure. 

The practice of medicine is what it is, not by any for- 
tuitous circumstance or conscious direction, but because 
it has grown up under the necessity which men experience 
for relief from pain, from the dread of death, and for aid in 
the struggle for existence in an environment where other 
organisms also are rightly striving to live. And him we call 
the father of medicine who first rescued the practice of it 
from slaves and hirelings and made it worthy of free men. 
At various times medicine has become degraded again from a 
profession to the status of a trade. Those times we call the 
dark ages. 

The profession of medicine seeks nothing for itself. It 
has no secrets. All it knows and all it can do is for the healing 
of the people. It has no existence apart from the public 
good, and the whole history of medicine teaches that the 
people are best served when the profession is at the high level 
whereat its founder placed it. The Chinese entertain a 
contrary opinion. To them a physician is a kind of scavenger 
and nothing more. He is paid by the piece, and his pay stops 
when his work is done badly; but it is not a fact that China 
is more free from disease than England is, or that its inhabi- 
tants are more comfortable and safe in sickness. 

The relation between physician and patient is not an 
affair of contract. It is based upon necessity on the one hand, 
and willingness to serve on the other. The patient is free 
to ask: the physician is free to serve; and the reward is an 
afterthought, an affair for future consideration. This is the 
system which humanity has evolved for itself, and where it 
is most completely employed humanity is best served. 

At this moment the profession in England is much dis- 
turbed over a piece of legislation, commonly called “The 
Insurance Bill,” which aims to extend practice by contract 
to some nine million persons. We see no cause for alarm so 
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far as the profession itself is concerned. No evil can come to 
it unless from within. Indeed, there are many reasons for 
the belief that the profession will be much relieved by this 
transference of the care of the sick from a small body of men 
to the nation as a whole. The proposal, in short, is that 
medical men shall be paid for doing what they have hitherto 
done for nothing. The higher ranks will be freed from the 
burden of charitable work, and the lower ranks will receive 
certain salaries instead of uncertain fees. 

Men of great ability have continued to work in the 
hospitals for a variety of reasons, which have been diminishing 
in force and will no longer hold good when patients can de- 
mand as a right what was formerly received as an act of 
charity. Physicians who could achieve fame in the hospitals 
alone, now shape their careers in the laboratory. The hospital 
bedside is no longer the only resort for clinical experience, 
and the wisest physician is not always the one who sees the 
most cases... A scientific training is now more important than 
ever before and the routine of the hospital less alluring. 

And if the people pay by compulsion for their treatment, 
charitable persons will be disposed to allow the support of 
hospitals to come from the public funds. There will then 
be fewer of these institutions, and the spirit of charity will be 
replaced by a cold, official atmosphere which is not congenial 
to a member of a free profession. When the higher lights 
disappear from the wards and operating rooms, students will 
vanish; and without the stimulus which the presence of 
students creates, institutions for the care of the sick will 
resemble a house of detention instead of a place of hope and 
cure. 

A physician succeeds in virtue of a humane nature, 
because in the treatment of the sick there is large room for 
those qualities of the heart which are too precious to be 
appraised by an official superior. When physicians become 
civil servants, those who are peculiarly adapted for healing 
the sick will be automatically forced out of the service and into 
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private practice, where their gifts will be more highly appre- 
ciated. The rich will be the gainers and the last state of 
the poor will be worse than the first. 

And who will educate these officials? No medical 
student now pays for his own education. The fees which are 
exacted from him represent only a small part of his cost to 
the school. The balance is contributed by benefactors who 
are desirous that the people will be well served by good 
physicians. Professors teach because they are impelled to 
hand down the pure flame. They may quite reasonably 
determine that, if the officials whom they are educating are to 
be paid, they also shall be recompensed for their labour in carry- 
ing on a department of the government, since a government 
department is not commonly regarded as a suitable recipient 
of charity. 

In the freer profession of medicine, all are equal because 
all are free. In a profession composed largely of civil servants, 
there will soon be a clearage, and the salaried officials will be 
forced into a subsidiary position, which is not favourable to 
an alert and open mind. 

If the government, or its agents, accept and distribute 
funds which have been levied for the care of the sick, they must 
appoint their own physicians and other officials. These 
can only be drawn from two classes, from those who have 
failed in free practice or from those: 

“Who either fear their fate too much, 
Or whose desert is small, 


Who will not put it to the test, 
To win or lose it all.” 


JAMES COOK 


OR many years past when two graduates from the medical 
faculty of McGill University met together and began 
to discuss college affairs the first question usually was, “How 
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is Cook?” Cook was the janitor; and now he is dead. 
Only those who were brought up in that school will under- 
stand why the death of so humble an official should receive 
formal mention in these pages. 

So humble was he that he abandoned his own name when 
he received the appoinment of janitor, and adopted the name 
of his predecessor. For all time “Cook”’ is likely to be the 
official designation of the occupant of the janitor’s chair, 
as the term “Dean”’ is applied to the head of the faculty. 

He was more than a janitor: he was a tradition. He 
fulfilled the function of janitor by being a janitor, as a professor 
fulfils the function of professor by being a professor. To 
have achieved a place of affection and respect in the hearts 
of thirty-five generations of medical students was a rare feat: 
he accomplished it by his great humanity and his confidence 
in himself as essentially a man. 

Did any medical student attempt “to put it over him,” 
he had seen medical students of equal promise bowed and 
broken in far-off spring-times. Did any student add to the 
gaiety of youth an artificial exuberance, he had many times 
shaken his wise old head over those formal notices which 
appear so regularly in the newspapers. Was any one too 
clever, he had seen many clever students return to wander 
about the buildings and none but himself to know their names. 
He looked unmoved upon the student of the fourth year, 
upon the popular young demonstrator, upon the marvelous 
lecturer newly arrived from foreign parts, even upon profes- 
sors and deans, because he had witnessed their passing from 
generation to generation. Like the filius terre in the old 
academic convocations, he was ever at the ear to remind the 
most honoured ones by gibe and jest that all human greatness 
is destined to perish. Of the freshmen he was tolerant without 
contempt, because many of the most celebrated physicians 
in Canada had once been freshmen in his hands. If he was 
kinder than he seemed, probably he was not so wise as he 
seemed to be. No mere man could be; but he presented an 
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appearance of wisdom which appalled even if it did not 
convince. For the next session, at least, the old medical 
building will be a more dreary place than it used to be, and 
there will be a fresh apprehension of mortality since mortals 
such as Cook could die. 


Some valuable and suggestive results have recently been 
obtained by researches into the statistics of the Winnipeg 
and Toronto General hospitals. In the latter, Dr. Ryerson 
finds that an anaylsis of the records since 1905 shows that 
gall-stones are more frequently found between the ages of 
fifteen and forty-five than in persons over forty-five years, 
the period when, according to the text-books, they are supposed 
to be most common. This suggests, as Dr. Ryerson points 
out, the possibility of a much earlier diagnosis and the value 
of a speedy operation. Search into the records of the Winni- 
peg General Hospital has given material for two interesting 
papers. One of these, “Typhoid in the Winnipeg General 
Hospital,” was published in the June number of this JouRNAL. 
In a paper recently read before the Winnipeg Medico-Chirur- 
gical Society, Dr. Mitchell finds that from 1883 to 1910, 
twenty-two cases of aneurysm were recorded in the Winnipeg 
General. From 1892 to 1909, inclusive, there were eighteen 
cases amongst fifty-one thousand and sixty-nine patients, 
or one to two thousand eight hundred and thirty-seven. In 
sixteen cases the age was mentioned, the average being 42°87 
years,—in close accord with the statistics of various investi- 
gators. Of these sixteen, fifteen were males. In the histories 
of six, two aneurysms were the result of syphilis, and five 
were associated with an excessive use of alcohol. The site 
of the aneurysm in eighteen cases was: aorta, nine; popliteal, 
two; femoral, three; posterior tibial, two; innominate, one; 
cirsoid aneurysm of the scalp, one. 
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Book Reviews 


MEDICAL JURISPRUDENCE, FoRENSIC MEDICINE, AND TOXICOLOGY. 

By R. A. Wirruans, A.M., M.D., Professor of Chemistry, 

~ Toxicology, and Medical Jurisprudence in Cornell Univer- 

sity, and Tracy C. Brcxsr, A.B., LL.B., Professor of 

Criminal Law and Medical Jurisprudence in the University 

of Buffalo. Vol. IV.; second edition; pp. 1261. New 
York: William Wood and Company, 1911. 


The fourth volume of this extensive work deals with toxi- 
cology. It may be said at once that Dr. Witthans has dealt with 
this wide and intricate subject in an admirable manner: the his- 
torical survey is interesting; the bibliography most valuable; and 
the treatment of toxicology in its various forms, clear, full, and 
exact. An idea of the thoroughness which characterizes the work 
may be had when it is pointed out that arsenical poisons take 
up two hundred and forty-eight pages. Some features that will 
be found of value are, the forensic questions that may be expected 
in the case of the more common poisons, the drawings illustrating 
complicated apparatus in analytical work, the discussion of the 
newer poisons, and the wealth and extent of reference. This is a 
valuable book to have in the library. 


GoLtpEN Ruwes or Perpratrics. By JoHN Zanorsky, A.B., 
M.D., Clinical Professor of Pediatrics, Medical Depart- 
ment, Washington University, St. Louis; pp. 284; cloth, 
$2.50. St. Louis: C. V. Mosby Company, 1911. 

AND 

1000 SureicaL Suacestions. By Watter M. Brickner, B.S., 
M.D., Adjunct Surgeon Mount Sinai Hospital, with the 
collaboration of James P. Warbasse, M.D.; Harold Hays, 
M.D.; Eli Moschcowitz, M.D., and Harold Neuhof, 
M.D. Pp. 225; cloth bound semi de luxe, $1.00; full de 
luxe, leather, $2.25. Surgery Publishing Company, 92 
William Street, N.Y. 


These two little books are in keeping with a recent tendency 
in medical publications to present the more important points 
of the subject dealt with in short, pithy statements. This is what 
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Dr. Zahorsky and Dr. Brickner attempt to do for pediatrics and 
surgery. The suggestions are so arranged and indexed that all 
subjects covered can be immediately referred to and the particular 
hint upon any subject found. The popularity of the books is 
evidenced from the fact that the present is the second and fourth 
edition, respectively. 


MopErN TREATMENT OF ALCOHOLISM AND DruG Narcotism. By 
C. A. McBrinz, M.D., L.R.C.P. & S. (Edin.) of London, 
Eng. Publishers, Rebman Company, NewYork. 1911. 
Price, $2.00. 
AND 


INEBRIETY: A CLINICAL TREATISE ON THE ETIOLOGY, Sympto- 
MOLOGY, NEuROSIS, PsycHosIs, AND TREATMENT AND THE 
Mepico-LecaL Reiations. By T. D. Croruers, M.D., 
Superintendent Walnut Lodge Hospital, Hartford, Conn. 
Publishers, Harvey Publishing Company, Cincinnati, Ohio, 
1911. 


It is rare that two such radically different opinions on the 
same subject are expressed by two competent observers, as in the 
volumes referred to above. As to the definition and causes of 
inebriety, both authors agree. Heredity, occupation, environ- 
ment, various illnesses, the use of narcotics, and neurasthenia, 
are the chief factors enumerated by both as causing inebriety, 
and there is little or no variance of statement in this respect. 

It is in the classification and treatment that the divergence 
is brought out. Dr. McBride decries the methods of writers 
who make numerous subdivisions. Dr. Crothers states that there 
are innumerable classes. As to the treatment of inebriates, Dr. 
McBride remarks that while moral suasion plays a part in the 
treatment of all cases, it is of practical value with but one type 
of alcoholics,—the voluntary drinker; he also characterizes as a 
dismal failure, “treatment by restraint,” except in the case of the 
dipsomaniac. His method is, briefly,—non-restraint in all cases, 
except for the dipsomaniac and drug taker, and a course of drug 
treatment that is comprised of an initial, thorough purging followed 
by the administration of strychnine nitrate and atropin sulphate 
in gradually increasing doses, both hypodermically and by mouth, 
until the physiological action of these drugs is produced. The 
course of drugs is carried on for about six weeks, during which time 
the patient is permitted to take whiskey if he wishes. The appetite 
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and craving is soon lessened, however, and by the second week 
no desire for alcohol is manifest; in fact, it is claimed, a marked 
aversion is evidenced. 

Dr. Crothers, on the other hand, although advocating a brisk 
catharsis as the primary step, follows this up with repeated doses 
of a highly concentrated solution of quassia or cinchona bark, the 
patient being allowed to use spirits meanwhile if he so desires. 
In a short time, he says, a repugnance for alcohol appears and the 
craze for this drink is abolished. It is then that other measures, 
pointing to the keeping of the patient well, can be considered and 
adopted. In all chronic cases of inebriety, Dr. Crothers advocates 
restraint, and in his chapter on the ‘‘State Care and Treatment of 
Inebriates,”’ he refers to the excessive user of spirits as, “not only 
insane, but a criminal from the slightest exciting causes, and more 
than that he is almost certain to transmit his disease and degenera- 
tion to the future.” The use of hot air, vibration, electricity, 
radiant light baths, mental therapeutics and suggestion, occupy 
considerable space in Dr. Crothers’ book, his deductions being 
that they are each of service in selected cases, though enough work 
has not yet been done in their application to determine which is 
chaff and which is wheat. 


PHYSIOLOGICAL PRINCIPLES IN TREATMENT. By W. Lanapon Brown, 
M.A., M.D., Cantab., F.R.C.P. Second Edition. London: 
Bailliére, Tindall, and Cox. 


The very title of this book is suggestive, and is quite in harmony 
with the tendency of modern pathology to deal more and more with 
questions of function. No attempt is made by the author to cover 
the whole field of physiology. The nervous system, muscle, blood, 
respiration, and reproduction are left for others to deal with, and he 
confines his attention to various phases of nutrition and circulation. 
Among the subjects treated are organo-therapy, disorders of digestion 
and metabolism, and cardiac arrhythmia. He has culled from recent 
physiological literature those facts which seem to him directly applicable 
to clinical work, and he reviews them in the light of his personal exper- 
ience, both laboratory and clinical. The result is a very useful and 
readable book. It supplies the practitioner with much necessary 
knowledge, which he could otherwise obtain only by a laborious search 
through a mass of journal literature. Within the past week I have had 
an illustration of its usefulness. In the chapter on oxaluria, special 
prominence is given to the eating of strawberries as a cause, and as 
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this fact was fresh in my memory, I was able to make a speedy diagnosis 
in the case of a man who presented himself with complaints of dysuria. 
One method of treatment mentioned by Dr. Brown is the administration 
of citrates, and this was adopted with speedy relief of the symptoms. 
It is worth mentioning that strawberries are not referred to in this 
connexion by either of two recent systems of medicine, and the rational 
treatment is not so well explained by either of them as in the little 
book under review. 


Books Received 


GoLpEN Routes oF Pepiatrics. By John Zahorsky, A.B., 
M.D., Clinical Professor of Pediatrics, Medical Department 
Washington University. Pp. 284; price, $2.50. St. Louis: C. 
V. Mosby Company, 1911. 


PRINCIPLES AND Practice oF DerMaToLocy. By W. A. 
Pusey, A.M., M.D., Professor of Dermatology in the University 
of Illinois. Second revised edition; pp. 1079; 384 illustrations; 
price $6.00. New York and London: D. Appleton and Company, 
1911; Canadian agents, D. T. McAinsh & Company, Toronto. 


TextT-Book oF Massace. By L. L. Despard, Member and 
Examiner of Incorporated Society of Trained Masseuses. Pp. 
290; very fully illustrated with anatomical drawings; price, $3.25. 
London: Oxford Medical Publications; Canadian agents, D. T. 
McAinsh & Company, Toronto. 


FORMULAIRE DES SPECIALITES PHARMACEUTIQUES Pour 1911. 
By Dr. Victor Gardette. Fifth edition; pp. 379; price, 3 fr. 
Libraire J. B. Bailliére et fils, 19, rue Hautefeuille, Paris. 


Multiple hereditary telangiectasia, and trichonodosis. The 
author has also written more fully on the therapeutic uses of radium, 
on refrigeration with liquid air and solid carbon dioxide, on pellagra 
and yaws, and particularly on the recent addition to our knowledge 
of syphilis. A bibliography at the end increases the value of the 
book. 
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Tue PracticaL Mepicine Series. Vol. II, General Surgery. 
Edited by John B. Murphy, A.M., M.D., LL.D., Professor of 
Surgery in the Northwestern University. Series 1911. Pp. 611; 
illustrated; price, $2.00. The Year Book Publishers, 40 Dearborn 
Street, Chicago. 


MEDICAL JURISPRUDENCE, ForENSIC MEDICINE AND ToxI- 
coLocy. By R. A. Witthans, A.M., M.D., Professor of Chemistry, 
Toxicology, and Medical Jurisprudence in Cornell University, 
and Tracy C. Becker, A.B., LL.B., Professor of Criminal Law and 
Medical Jurisprudence in the University of Buffalo. Second 
edition; pp. 1261; Vol. IV. New York: William Wood and 
Company, 1911. 


PROGRESSIVE MepicinE: A QvuaARTERLY DicEst or Ap- 
VANCES, DISCOVERIES, AND IMPROVEMENTS IN THE MEDICAL AND 
SureicaL Sciences. Edited by Hobart Amory$Hare, M.D., 
assisted by Leighton F. Appleman, M.D. June 1, 1911. Pp. 397; 
price per annum, $6.00. Lea & Febiger, Philadelphia and New 
York. 


On DISEASES OF THE LUNGS AND PLEURA, INCLUDING TUBER- 
CULOUS AND MeEprAsTINAL GrowTus. By Sir R. Douglas Powell, 
F.R.C.P., and P. Horton-Smith Hartley, F.R.C.P. Fifth edition, 
pp. 712; with 29 plates, 6 in colours, price 21s. net. H. K. Lewis, 
136 Gower Street, London, Eng. 


INTERNATIONAL Ciinics: A QUARTERLY. Vol. II; 21st series, 
1911. Philadelphia and London: J. B. Lippincott Company. 
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CANADIAN MEDICAL ASSOCIATION 


SpecIAL COMMITTEE ON MEpIcAL INSPECTION OF SCHOOLS 
Report 1910-1911 


THE report of your committee, presented last year, was 
published in the CanapIAN MEDICAL ASSOCIATION JOURNAL, May, 
1911, and was, at the request of the editor of the JouRNAL, revised 
by the chairman for this purpose. 

The organization of medical inspection of schools in Canada 
has progressed during the year, though British Columbia still re- 
mains the only province which has dealt with the matter by passing 
an Act making the medical inspection of schools compulsory through- 
out the province, and appointing an official of the government to 
organize the system and supervise its administration. The official 
so appointed is Dr. C. J. Fagan, secretary of the provincial board 
of health. The Act has been put in force, the necessary forms have 
been prepared and issued, and much of the preliminary work of 
administration has been accomplished during the year. 

In Vancouver, where medical inspection of schools has existed 
since 1907, the work has been reorganized under the present Act, 
and vigorously carried on by a medical inspector of schools, assisted 
by a school nurse. There are eleven thousand children attending 
the public schools of Vancouver. It has been found that fifty per 
cent. of them are unvaccinated, a fact that was of great importance 
recently when an epidemic of small-pox threatened the city. It 
was also found that fifteen per cent. of the children had some 
affection of the eyes. It is intended that all the children shall be 
examined at least once a year, and weigh scales are being placed 
in each school, so that an accurate record of the weight may be 
recorded from time to time. 


MANITOBA 


In Winnipeg, a department of medical inspection in the public 
schools was organized in a tentative way in 1909. Since then the 
work has developed and has already been of no little service to the 
community. 

The medical health officer of Winnipeg, Dr. A. J. Douglas, 
says in his annual report : 
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‘Medical Inspection of Schools.—The system of medical in- 
spection of schools inaugurated in 1909 by the school board has been 
carried on throughout the past year, and we are certain that benefit 
has resulted from this, not only to the pupils themselves, but to the 
people at large. The medical inspectors and school nurses have 
been of the greatest assistance to this department in controlling 
infectious diseases in the schools.” 

A member of the medical profession in Winnipeg gives the 
following opinion: ‘‘During the past winter in this city, scarlet 
fever has been somewhat epidemic. Had it not been for the organ- 
ization of medical inspection already in existence, there is no doubt 
whatever that fully one-half of the schools of this city would have 
been closed. This would more than justify the expense of this 
department for the whole year. 

“So far as I am aware, there is nothing but satisfaction regard- 
ing this work, on the part of the school board, the teachers, the par- 
ents, the public, and the medical profession.” 

The report of the Winnipeg board of education contains the 
following in regard to the work done during the past year by the 
two medical inspectors and three school nurses: 


Number of pupils examined.................. 11,197 
Number found normal 6,744 
Number not vaccinated 2,446 
Number having defects of vision............ 1,292 


“Much useful work was done in correcting conditions that arose 
from a want of attention to personal hygiene. The effect of this 
work did not end with the pupils belonging to the school, but in a 
large number of cases extended to other members of the family. 
In this way, the lessons of the school become operative in the habits 
of the home. 

“In the protection of the school from contagion, special service 
was rendered during the latter half of the year. Owing to the 
intelligence of parents and the vigilance of the city health officer 
and the teaching staff, no epidemic of any serious disease has ever 
overtaken the schools. But towards the end of the midsummer 
vacation, scarlet fever of a very malignant type appeared in a 
district in the northern part of the city. As soon as the schools 
re-opened after vacation it became necessary to take measures for 
their protection. The first step taken was to make a complete 
examination of all children in the schools in the infected neighbour- 
hood, and to exclude all children coming from homes where disease 
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of any kind existed until it was ascertained that such disease was 
non-communicable. Where investigation revealed any suspicion 
of disease in the family, the home was visited by a nurse, and if 
circumstances warranted, the children were excluded from school 
until the city health officer gave directions for their re-admission. 
The homes of children absent from school were visited, and if the 
absence were caused by illness all other children from the family 
were excluded from school and the case kept under observation 
until the nature of the ailment was known. The readiness of the 
parents to codperate with the schools in this matter was very 
gratifying. They at once recognized that although they might 
sometimes be put to temporary inconvenience, the course pursued 
was a guarantee that their children in turn would receive like pro- 
tection. In this work 516 visits were made to homes during the 
month of November alone. 

“The services above rendered, though sufficient in themselves 
to justify the existence of this department, only indicate its possi- 
bilities. The discovery of the defects will inevitably be followed by 
the adoption of special exercises for their correction, the improvement 
of all contributing conditions, so far as they are controlled by the 
school, and the adjustment of school tasks to the physical as well 
as the mental capacity of the young learner. In addition to this, 


medical inspection will take notice of and advise as to the provision 
to be made for backward and mentally-deficient children, and will 
concern itself with the education of teachers, parents, and children 
in the essentials of healthy living.” 


ALBERTA 


In Edmonton, Dr. D. J. Dunn, was appointed medical inspector 
of schools, and entered on his duties on November Ist, 1910. Dr. 
Dunn devotes part of his time only to this work, and receives an 
initial salary of $1200 per annum. 


ONTARIO 


Some progess has been made in Ontario in the cities of Brant- 
ford, London, Hamilton, and Toronto. 

Brantford and London each have one school nurse at work, 
but no medical inspector. In Hamilton, Dr. Roberts adds the 
duties of medical inspector of schools to his other important duties, 
but without any proper remuneration. A school nurse assists 
him and everything possible is done (much more than could reason- 
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ably be expected) under this plan. Dr. Roberts says in his annual 
report: 
‘Medical inspection of schools is continuing to produce good 
results. With the foreign population, pediculosis and personal 
uncleanliness is difficult to eradicate, and requires constant attention. 
Scabies is much less prevalent than formerly. 

“A determined effort will be made this year to establish a dental 
infirmary, something I have been advocating strongly for the past 
four or five years. 

“The school nurse, during the past year, has given particular 
attention to tuberculosis among school children. Through her 
painstaking efforts, a score or more of early. cases have been detected 
at the dispensary, and sent to the sanatorium. In these cases 
sanatorium treatment has been productive of splendid results. 
A school has been established on the grounds and maintained by 
the board of education, in order that the education of the sufferers 
may not be neglected.” 

As stated in the report (see J. C. M. A., p. 431) the board of 
education of Toronto has established a department of medical 
inspection under a chief medical inspector, and made an appropria- 
tion of $23,500 for the present year to carry it on. 


PROVISIONS FOR MENTALLY AND PHYSICALLY DEFECTIVE CHILDREN 
An Act ReEspectine SpEcIAL CLASSES 


It will be noted above that a reference is made to this subject 
in the Winnipeg report, and the establishment of such special classes 
is at this moment being considered by the Winnipeg board of 
education. Ontario was the first province to pass an Act. True, 
it is only permissive, as is also the Ontario Act providing for the 
medical inspection of schools, but the placing of the Act upon the 
Statute Book is a great step gained. The chief provisions of the 
Act are as follows : 


No. 200. 3rd session. 12th Legislature, I George V., 1911. 
Establishment of special classes for backward or defective children. 


1. The board of education or the board of public school trustees 
or the board of separate school trustees of any city may establish 
and conduct in connexion with any school building or in a separate 
building provided for that purpose, special classes for children 

(a) Who are backward or abnormally slow in learning; 

(b) Who, from physical or mental causes require special train- 

ing and education; 
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and subject to the regulations made by the minister of education, 
may cause a register of such children to be made and may provide 
teachers and suitable appliances, books, and furniture for such 
classes. 


Admission to special classes 


2. Children may be admitted to such special classes upon the 
application of their parents or guardians and upon the report of 
the inspector and the principal of any school at which they are in 
attendacne. 


Medical Inspection 


3. The board may provide for medical inspection, by a duly 
qualified medical practitioner, of the children attending special 
classes, and upon the recommendation of the medical inspector, 
may provide for medical treatment being given to any child who 
appears to the medical inspector to require the same, and whose 
parents are unable, from poverty or other cause, to provide ade- 
quately for the treatment of the child. 


Regulations 

6. The minister of education may from time to time make 
regulations for the administration and enforcement of this Act, 
and for the establishment, organization, government and examina- 
tion and inspection of special classes, and for prescribing the accom- 
modation and equipment of school rooms or buildings and the 
arrangement of school premises for special classes. 


Apportionment of special grant 


7. Subject to the regulations, the minister shall annually 
apportion among the special classes all sums of money appropriated 
as a special grant therefor. 

The board of education, Toronto, appointed two teachers to 
take charge of classes for mentally-defective children in September, 
1910, and Hamilton appointed a teacher for the same purpose in 
January, 1911. 

QUEBEC 
Montreal, the first city in the Dominion to establish medical 


inspection of schools, continues to carry on this work with efficiency 
and success. 


Nova Scotia 
In the report of the board of school commissioners for the city 
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of Halifax, the report of the two medical inspectors states that the 
regular individual inspection has been carried out in eleven schools, 
and that : 

“All antagonistic feeling among parents and children has 
disappeared, and good results are apparent on all sides. 

“Aside from the routine examination, outbreaks of infectious 
diseases have been investigated and measures taken when necessary. 
Teachers and others have been examined when required. 

“Your medical inspectors feel that the time has arrived for 
further organization of this department. The work has been 
carried on with as little expense and machinery as possible. The 
employment of a school nurse during the winter session, who would 
be available for supervised playgrounds or some other form of fresh 
air work, would be a distinct step in advance and would greatly 
add to the efficiency of the department.”’ 


RECOMMENDATIONS 


A. ORGANIZATION: The work of organization is of chief impor- 
tance at present. The profession should, in the interests of our 
children, in the interests of the community, and in their own inter- 


ests, pay immediate attention to it. 

Three things are necessary and desirable: 

1. Government recognition. Organization under an official 
medical expert directly responsible to the provincial government. 

2. Coérdination of this department with the provincial board 
-of health. 

3. Professional control. No one but a physician of high 
professional standing and culture and able to avail himself to the 
utmost of all other agencies and organizations can do this work. 

B. Extension: It has been said that the work of a school 
medical officer is in danger of becoming monotonous. Surely no 
work which opens so many doors is monotonous. The report of the 
superintendent of education of the province of Nova Scotia opens 
one—the campaign against ophthalmia neonatorum. The report 
of the school commissioners of the city of Halifax opens another— 
the fight against tuberculosis and all that the school can do to win 
the victory. The Act passed in Ontario opens a great door— 
the work for children who cannot compete with the others—that 
is, the ones who, if we do not take hold of them now, and make 
them self-supporting, will make us support them and their children 
later on, in the most expensive of modern institutions—the hospi- 
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tals, the prisons, the asylums, the poor-houses—as chronic invalids, 
blind, deaf, paupers, feeble-minded, insane, and criminals. 

The public school at present in Canada has no help at all for 
a child who is partially blind, or partially deaf. There is not one 
public school in Canada where a child with progressive myopia 
could find a text-book with print large enough not to further damage 
his sight, nor one where lip-reading, which makes the partially- 
deaf child almost equal to the normal child, is taught. And we 
have not a few who are partially blind, or partially deaf. 

What about children with other physical disabilities? When 
the victims of anterior poliomyelitis, now unhappily epidemic or 
threatening to be so in parts of Canada, and the many victims of 
tuberculosis of the extremities or the spine, come to school, what 
will the school physician, who should be their saviour, do for them? 
What will he do for the word-deaf and the word-blind? The 
development of this work will save it from monotony, which means 
deadness. 


“PHYSIOLOGICAL albuminuria having been definitely accepted, 
it is obvious that those individuals exhibiting this phenomenon 
ought not to be excluded from the advantages of life assurance, 
or from entering the services, or from clerkships in banks and other 
public and private offices. But a very real difficulty lies in recog- 
nizing the true state of affairs, and unless each case is watched for 
some time and frequent examinations of the urine are made, the 
medical adviser to an insurance company naturally hesitates to 
accept an individual for insurance at ordinary rates if albumin has 
ever been detected in the urine. The occurrence of albumin in 
athletes or in those who have undergone a prolonged strain in pre- 
paring for examinations does not as a rule present such difficulties. 
Rest from exacting muscular effort, a holiday, and relaxation of 
severe mental effort will probably have the desired effect in freeing 
the urine from albumin and indicating its transitory appearance. 
Unless such precautions are taken, a too hasty conclusion may be 
formed as to the presence of structural disease of the kidneys, and 
so undue interference with a career or a method of living may be 
inflicted and unnecessary anxiety may be caused. Careful observa- 
tion will, in most instances, enable a correct decision to be arrived 
at, so that a just course of action is usual under thoughtful direc- 
tions.” —The Lancet. 
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Retrospect of Medicine 
THE FRINGES OF THE CANCER PROBLEM 


Dr. WILLIAM Sampson HanpieEy. The Dublin Journal of Medical 
Science, March, 1911, pp. 212-221. 


UNDER this title some interesting observations on the question 
of the spread of cancer were recently made by Dr. Handley before 
the members of the Royal Academy of Medicine in Ireland. The 
lecturer spoke mainly of the dissemination of the disease. Until 
a few years ago, the theory which held the field was the embolic 
theory, according to which cancer particles, passing along the 
lymphatics, get into the blood stream, are carried all over the 
body, and give rise to a crop of metastases. Dr. Handley pointed 
out that there is reason to believe that this theory, while containing 
an element of truth, is, on the whole, erroneous, and that the per- 
meation theory is the correct one. 

By permeation is meant the growth of cancer along the lympha- 
tic vessels, as a continuous line of cells, the cells growing like tendril 
shoots by their own power of growth. The main highway of 
dissemination is the lymphatic plexus, the growth extending centri- 
fugally in all directions, independently of the lymph stream; and 
stealing along the fine lymphatics of the plexus. Although cancer 
cells may be embolized in an early stage along the trunk lymphatics 
to the axillary glands, it would seem that these cells are destroyed 
when, after passing through other glands, they reach the blood- 
stream. This view has received support from the work of Schmidt, 
who has described the destruction of cancer cells in the small 
arteries of the lungs. The fact that permeation can cross the 
boundaries between adjoining lymphatic areas, places the whole 
body at the mercy of the process, if time enough be given. 

For the purpose of finding out how dissemination occurred, 
Dr. Handley took the case of an early, secondary deposit in the 
inguinal region. He took a strip down the thigh, froze it, and cut 
it into slices, and obtained the specimen from which the slides were 
made. The larger nodules were on the end of the strip nearest the 
inguinal glands. They became smaller, until finally, at the other 
end of the strip, they could only be seen as a network of black 
lines. These were permeated lymphatics. At the furthest end of the 
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strip there was no invasion of the blood vessels, but nearer the 
glands the veins were found to be invaded, and then the arteries, 
That invasion takes place because the lymphatics run in company 
with the veins, and when the lymphatics are infected it is only 
a matter of time for the veins, and later the arteries, to be invaded. 
Slides were shown demonstrating the process of permeation; and 
in order to prove that what he pointed out as lymphatics were 
really lymphatics, and not blood vessels, he showed a slide with a 
cord of black growth accompanying the artery and vein, the latter 
being perfectly normal, which showed that permeation of the 
lymphatics preceded the invasion of the veins and arteries. After 
a time the growth distended and ruptured the lymphatics, and the 
melanotic growth infiltrated the vein. When the vein is once 
invaded, it is very likely that the lymphatic permeation in melanotic 
sarcoma has done its most important work, and that the growth is 
then disseminated by the blood stream; but sometimes the distri- 
bution of the metastases shows that lymphatic permeation is the 
important agent practically all through in distributing the growth. 

In breast cancer, the clinical evidence of dissemination in the 
superficial layers is the presence of subcutaneous nodules. These 
always appear close to the primary growth, and spread from it 
centrifugally. Yet close to the growth no permeation can be traced. 
The reason for this, Dr. Handley demonstrated by a series of slides, 
showing that around the primary growth the permeated lymphatics 
are gradually changed into fibrous cords containing no cancer cells. 
As one passes up towards the primary growth, it will be found that 
the permeated lymphatics look larger, because they are being dis- 
tended by the continued growth of the cells. The slides showed 
varying degrees of distention, until the lymphatics became so 
distended that the cancer cells found it difficult to nourish them- 
selves. Coincident with the degeneration which took place, a few 
inflammatory round cells appeared in the neighbourhood of the per- 
meated lymphatic. As the distention could not go on indefinitely, 
the mass of cells finally had burst the lymphatic. Then the mass of 
inflammatory cells was organized into fibrous tissue, and the 
degenerate cancer cells became enclosed in a layer of newly organized 
fibrous tissue. Such tissue had contracted down on the degenerate 
cancer cells, and finally squeezed them out of existence. This 
accounts for many things in connexion with cancer,—for the absence 
of permeated lymphatics from the region immediately round the 
primary growth, and also for the whole train of symptoms due to 
puckering around the original growth. It accounts for the con- 
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traction of the nipple, for the small size of the affected breast, and 
for the brawny arm of breast cancer, which is due to the entire 
separation of the lymphatic system of the arm from the lymphatic 
system of the rest of the body. This cannot be brought about merely 
by blocking the lymphatic trunks, for a collateral circulation will 
take place, but if in the whole district all the lymphatics are 
turned into fibrous cords, the lymph can only return slowly by 
percolating the tissue spaces. 

As to visceral dissemination, Dr. Handley thought that it 
goes by one of two routes, either by infiltrating the chest wall im- 
mediately under the growth, or by infiltrating the epigastric 
parietes at a point immediately under the ensiform cartilage. 
That was suggested to him first, because there are so many cases in 
which after death secondary deposits are present in the abdomen 
and not in the chest. That is a condition of affairs which the 
embolic theory fails to account for. It seemed to him that possibly 
the solution might be the direct infiltration of the parietes, and he 
was able to prove that such was really the case. Slides were shown 
demonstrating the various stages of this process. The extension 
of permeation in the facial plexus leads to the formation of nodules 
upon the rectus sheath in the epigastric angle. Next, the muscle 
itself and the fibrous tissue of the linea alba are infiltrated by the 
growth, which is thus carried to the subperitoneal fat and to the 
subperitoneal lymphatic plexus. Cancer cells then escape into the 
general peritoneal cavity, and implant themselves upon the liver, 
or, falling into the pelvis, there give rise to secondary deposits. 
With regard to stomach cancer, sometimes it invades the parietes 
at the umbilicus. A slide shown was from the case of a young 
man in whom malignant disease was diagnosed because of the 
presence of three tiny nodules close to the umbilicus. In another 
slide the centrifugal spread was manifest, the assumption being that 
it spread, like breast cancer, chiefly by permeation. It is difficult 
in stomach cancer to trace permeation, but this may be overcome 
in some degree by employing a stain called muci-carmine, which is 
a specific stain for mucus. 
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Retrospect.of Surgerp 


GRAVES’ DISEASE. A NEW PRINCIPLE OF OPERATING BASED ON THE 
STUDY OF 121 CASES 


G. W. Critz. Journal of the American Medical Association, March 
4th, 1911, p. 637. 


Tuis study is chiefly concerned with the cause of post-operative 
hyperthyroidism and the development of a safer operative tech- 
nic. The danger of fatal post-operative hyperthyroidism is a 
risk against which there is at present no known remedy. Further, 
there are many severe cases in which an adequate operation can- 
not be safely performed by any method. With improved technic 
this latter group may be reclaimed. Crile contends that psychic 
disturbances leading to exhaustion of the brain cells are chiefly 
responsible for the fatal results. Proceeding upon this theory, 
patients are prepared for operation by a period of rest in the hospi- 
tal, during which time their confidence is secured and fear of the 
anesthetic minimized by preliminary rehearsals in which the odour 
of the ether is masked by an essential oil. 

The best results are obtained by a combination of local with 
general anesthesia. Following a preliminary hypodermic of mor- 
phine and scopolamin, the patient is anzsthetized to the second 
stage in bed, and is at once taken to the operating room where 
nitrous oxide is substituted for ether. The operative field is then 
completely cocainized, and during the operation, whether for 
ligation or excision, all tissues are handled in the gentlest possible 
manner. After operation care is exercised to keep down to a mini- 
mum psychic and painful stimuli. By this method, as a whole, 
cases in which operative interference would, owing to the severity 
of the symptoms, necessarily be confined to the ligation of the 
vascular and nerve supply to the upper poles, may safely undergo 
an excision of a part of the gland. 

In support of his theory Crile reports the result of the micro- 
scopical examination of the brain of a patient who died of Graves’ 
disease. There was considerable chromatolysis in the medulla, 
the Nissl granules were in moderately fine division, and the nucleus 
plasma relation was changed; in the cerebellum approximately 
thirty per cent. of the Purkinje cells were seriously altered and many 
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were destroyed; in the cortex there was marked chromatolysis, the 
nucleus plasma relation was disturbed and many cells were des- 
troyed. Changes of a like nature were observed in the brains of 
rabbits subjected to fright. 


A FURTHER NOTE ON THE CLINICAL USE OF SCARLET RED AND ITS 
COMPONENT, AMIDOAZOTOLUOL, IN STIMULATING THE 
EPITHELIATION OF GRANULATING SURFACES 


JoHN Stace Davis. Annals of Surgery, May, 1911, p. 702. 


Since the publication of his first paper on this subject in the 
Johns Hopkins Bulletin, June, 1909, Davis has continued the use 
of scarlet red with almost uniform success. The present paper 
brings up to date the experimental and clinical work which has been 
done on this subject, and includes a list of chemically different 
dyestuffs which are marketed under the name of “scarlet red.’ 
Davis finds that the most constant results with scarlet red have 
followed the use of the sodium salt of diazoazobenzene-disulphonic 
acid s-naphthol, known commercially as Biebrich Scarlet. 

Although Carrel has shown experimentally (Journal of the 
American Medical Association, December 17th, 1910) that, when 
at the end of the period of granulous retraction the edges of a wound 
are still at a distance of 20-25 mm., epidermization is impossible, 
it is an undoubted fact that ulcers of greater extent, in which 
epidermization has long come to a standstill, show marked epithelial 
stimulation following the application of scarlet red. Ointments of 
various strengths may be made up with a simple vaseline base and 
sterilized. Four and eight per cent. are the strengths generally 
employed. For the treatment of certain cases, the addition of 
Balsam of Peru, one drachm to the ounce, is advised. If the eight 
per cent. ointment is used, it should be alternated every twenty- 
four to forty-eight hours with some bland ointment. The four per 
cent. ointment can be used for longer periods without danger of the 
severe irritation which occasionally occurs. The skin surrounding 
the ulcer should be protected with some bland ointment to within 
one centimetre of the epithelial margin. 

The most rapid results are obtained on healthy granulating 
surfaces, and nearly all observers state that it is useless to apply 
the scarlet red ointment to any but a perfectly clean granulating 
surface. Davis, however, considers that the use of this ointment 
has advantages even in the treatment of unhealthy granulating 
ulcers, especially when combined with Balsam of Peru, boracic acid, 
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zinc, iodoform, or blue ointment. It would appear that the use of 
this ointment in the treatment of painful ulcers gives marked relief, 
Its combination with blue ointment is advantageous in the treat- 
ment of syphilitic ulcers. 

It is safe to use a four per cent. scarlet red ointment on partial 
skin grafts of all kinds twenty-four hours after grafting. There 
is rapid stimulation of the wound edges and also of the grafts them- 
selves. For a time, after healing, the newly formed skin has a ten- 
dency to be dry and somewhat scaly. This may be overcome by 
the application of olive oil or vaseline. 

In the treatment of extensive ulcers the general health of the 
patient is most important, and in some instances forced feeding, 
fresh air, and tonics must be resorted to. 


TREATMENT OF CANCER WITH BODY FLUIDS AND CANCEROUS ASCITIC 
FLUIDS 


Epwarp H. Ristry. Journal of the American Medical Associations 
May 13th, 1911, p. 1383. 


Tuis work was carried out under the directions of the Cancer 
Commission of Harvard University, with a view to determining 
(1) whether any curative properties existed in the ascitic fluids of 
cancerous patients and (2) what effect the various normal and 
abnormal body fluids, non-cancerous in origin, had on a cancer 
patient or his tumour. The work was suggested by the results 
reported by Hodenpyl of New York, in the Medical Record, N.Y., 
February 26th, 1910. In Hodenpyl’s case, although retrogression 
occurred in the primary tumour, the autopsy showed that the 
patient had evidently died of metastatic cancer not demonstrable 
during life. MacKay, British Medical Journal, July 20th, 1907, 
has collected from the literature nearly fifty authentic cases of more 
or less spontaneous retrogression of cancerous growths. While 
spontaneous retrogression in cancer is known to oceur, the process 
by which this is brought about has not been determined. 

In Risley’s clinical study the patients were divided into two 
groups; the first, comprising the main part of the study, were 
treated with ascitic fluids obtained from patients with cancer, the 
second, with various normal and abnormal fluids other than cancer- 
ous. A third or control group consisted of untreated cancerous 
patients. In all forty-five cases were treated. All of the patients 
had inoperable growths. The clinical diagnosis was confirmed 
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microscopically in all but three. The dosage varied from 5-50 c.c., 
the usual dose being 15 c.c. 

Resvuits. It was found that the use of cancerous ascitic 
fluid in the active, or even the moderately resistant, cases had no 
effect in preventing or checking the growth or permanently benefit- 
ing the patient. The non-cancerous body fluids were even more 
inert. ‘Temporary beneficial effects were noted in resistant cases 
for periods of one to five months, but the course of the disease was 
in no way permanently retarded. In one patient with cancer of 
the ovary, noticeable benefit in the general physical condition re- 
sulted from the injection of her own fluid. Temporary relief 
from pain, especially in uterine cases and in other cases in which 
large doses were given, followed the injections in a few instances. 


RESUSCITATION BY CARDIAC MASSAGE 


Cuar.es H. Frazier. Journal of the American Medical Association, 
May 20th, 1911, p. 1448. 


Tue power of the heart to resume its function is well known 
to laboratory workers. Cardiac massage, although suggested by 
Schliff, in 1874, was not applied to man until 1898. The primary 
essential is the presence of sufficient pressure in the ventricles and 
coronary arteries. In animals this may be obtained by injecting 
saline solution into the superficial veins, but this method has not 
been applied with equal success to the human subject. When, for 
some reason or another, the action of the heart in man has been 
arrested, there remains but one practical method of resuscitation, 
namely, cardiac massage. In a series of forty-six cases collected 
by Cockovic, the method was successful in restoring the cardiac 
rhythm permanently in twenty per cent. of the cases. 

Three methods have been employed: (1) direct, (2) trans- 
diaphragmatic, (3) subdiaphragmatic; the latter having yielded the 
best results, as shown by the following table: 


Partially 
Successful Successful Failures Total 
2 8 18 28 
Transdiaphragmatic 1 2 3 
Subdiaphragmatic 5 6 19 


14 26 50 


In children in whom the elasticity of the chest wall enables one 
to make adequate pressure upon the heart, this should be the method 
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of choice. The sooner the massage is begun, the larger the per- 
centage of recoveries. All attempts have failed where the syncope 
has lasted more than ten minutes. Artificial respiration or insuffla- 
tion by the Auer-Meltzer method should be practised at the same 
time in order to maintain the oxygen supply. Sylvester reports 
prompt temporary resuscitation by the combination of direct 
‘massage and the use of the Brauer pressure apparatus. 

Although the majority of cases in which cardiac massage has 
‘been resorted to have been those of chloroform syncope, it has been 
recommended when the syncope is the result of drowning or asphyxia, 
simple exhaustion or injury. 


CULTIVATION OF PATHOGENIC TREPONEMA PALLIDUM 


Hiveyo Nocucut. Journal of the American Medical Association, 
July 8th, 1911, p. 102. 


Tue culture medium employed is sterile serum water to which 
a piece of tissue is added, preferably renal or testicular. After the 
serum tubes containing the tissue have been incubated at 37°C. 
for two days, they are ready for use. After inoculation a layer of 
paraffin oil is poured over the medium to exclude the air and prevent 
evaporation. In later generations, growth may be obtained in solid 
media and strict anerobiosis may be dispensed with. In almost 
all of the first growths, the spirochetes are mingled with bacteria. 
They may, however, be obtained in pure culture by permitting them 
to grow through a Berkefeld filter; this requires about five days. 
The organisms may also be obtained in a pure state from the 
periphery of stab cultures. The material for inoculating cultures 
has been obtained in all cases from testicular lesions in the rabbit. 


ADVANTAGES OF NITROUS OXID-OXYGEN ANAISTHESIA, ESPECIALLY 
IN CONNEXION WITH ULTIMATE RECOVERY 


Raymonp C. Copurn. Journal of the American Medical Association, 
February 18th, 1911, p. 499. 


Cosurn’s experience confirms the statement of Dr. Frederick 
Hewitt, of London, a leading authority on anesthetics, that there 
is no form of anzsthesia so devoid of danger as that which results 
from nitrous oxide when administered with a sufficient percentage 
of oxygen to prevent all asphyxial complications; also that of the 
Anesthesia Commission of the American Medical Association, 
that, as a routine anesthetic, nitrous oxid-oxygen has a peculiar 
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value and in the hands of a highly skilled anesthetist the method 
is the best yet devised. 

Coburn finds that there is much less shock and post-anzsthetic 
nausea and depression following the use of nitrous oxid-oxygen 
than after the administration of either ether or chloroform. Con- 
sciousness is quickly regained, and the effects of the operation are 
early recovered from. In critical cases the depression in the colour 
index following the use of ether and chloroform, reaching its maxi- 
mum on the fifth and sixth days, is not met with following the 
administration of nitrous oxide. What depression there is in the 
colour index completely disappears at the end of two hours. Again, 
after the administration of chloroform and ether, the volume index 
shows an immediate loss, whereas, after nitrous oxid-oxygen ansxs- 
thesia, the volume remains unchanged. In cases of infection the 
administration of ether tends to increase the toxemia by impeding 
the functional activity of the leucocytes. Nitrous oxide in no way 
inhibits leucocytic activity. Further, nitrous oxide is without 
irritating effects upon the respiratory mucosa or upon the kidneys, 
and is therefore strongly indicated wherever these structures are 

diseased. 

Coburn agrees with the observation of Gatch that very sick 
patients with rapid pulse and quick, shallow respiration actually 
seem benefited by this form of anesthesia. Such patients will, 
during an operation lasting forty-five minutes to one hour, manifest 
a distinct improvement in the pulse and respiration. (This effect 
upon pulse and respiration in very sick patients, presumably acci- 
dent cases, is to be attributed not to nitrous oxide per se but to its 
method of administration, i.e., the method of re-breathing, which 
permits of the accumulation of carbon dioxide and the relief of 
acapnia—the underlying cause of the circulatory and respiratory 
depression.—Ed.) 


DIE STICKOXYDUL-SAUERSTOFF-NARKOSE 
Dr. Nev. Archiv. f. klin. Chir. Bd. 95, Heft 3, p. 550. 


Nev has perfected a new apparatus for the administration 
of nitrous oxide and oxygen, provided with metres for the accurate 
measurement of these gases. Neu adds nothing new to our know- 
ledge from the clinical stand-point, and acknowledges the precedence 
of America and England in the use of this anesthetic. In Neu’s 
experience there are no contra-indications, and his results have in 
every way been most satisfactory. 
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Personal 


Dr. Cuar.tes A. HopGetts, medical advisor of the Conserva- 
tion Commission, and Major Lorne Drum of the militia head- 
quarters, Ottawa, have left to attend the annual conference of the 
Royal Sanitary Institute at Dublin, and the World’s Hygiene 
Exposition at Dresden. 


Dr. Freperick J. Tooker, of Montreal, has been elected an 
associate member of the American Ophthalmological Association. 
Dr. Tooke is one of the four Canadian associate members of this 
association. 


Hews 


A NUMBER of changes have been made in the regulations for 
candidates entering the practice of medicine in Ontario. In future 
all candidates will be required to make sixty per cent. instead of 
fifty, as formerly, in each examination. The fee for first supple- 


mentary examinations will be $20; for second, $25. The fee for 
registration will in future be $25 instead of $20. 


Tue following dates have been fixed upon by the Ontario 
Medical Council for the spring and fall examinations. 

Fall examinations: Toronto, first Tuesday in November in 
final subjects only. Spring examinations: Kingston and London, 
the last Tuesday in May. The examiners are as follows: Fall 
examinations, 1911; Dr. A. 8. Lockhart, Harrowsmith, clinical 
medicine; Dr. F. J. Burrows, Seaforth, clinical medicine; Dr. J. D. 
Balfour, London, Dr. W. E. Harding, Brockville, diseases of women; 
Dr. A. F. Tufford, St. Thomas, clinical surgery; Dr. P. Stuart, 
Guelph, clinical surgery. Spring, 1912: surgery, Drs. J. D. Balfour 
and P. Stewart, Guelph; medicine, Drs. W. T. Connell, Kingston, 
and A. §. Lockhart, Harrowsmith; midwifery and diseases of 
women, Drs. R. H. Arthur, Sudbury, and W. Goldie, Toronto. 
Homeepathy, Drs. J. M. Stearns and G. L. Husband, Hamilton. 


THE following resolution was passed at the recent meeting of the 
Ontario Medical Council: ‘‘That this council, in the interests 
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of school children, respectfully recommend to the minister of educa- 
tion the advisability of taking a physical census of the school children 
with a view of comparing the health and physical condition of chil- 
dren in urban and rural districts, and, in the meantime, further 
respectfully recommend the training, as in Britain, of students in 
our model schools, normal schools, and faculties of education, in 
such a knowledge of school hygiene as will enable them to recognize 
common defects and diseases of children.” 


Sr Witi1amM Watson-CuHeyne, of King’s College, London, 
with his son, Mr. Hunter Watson-Cheyne, is in Canada for about 
six weeks. They are at present with Dr. Primrose in Muskoka 
and later intend to make an extended trip through the Mississuoza 
country. Dr. George Strathy, of Toronto, will probably accom- 
pany them. 


THE monthly report of the District Registrar of Mortality for 
July shows that there were seventy-two deaths in Halifax in that 
month. Of these, seven resulted from tuberculosis. Of this total, 
twenty-seven were children under five years of age. The number 
of deaths of children for July was five lower than for May, 1911, 


and twelve less than for April, which had an infant mortality of 
thirty-nine. During July there were one hundred and eighteen 
births. 


Frre destroyed a portion of the Hamilton Asylum for the 
Insane, on August Ist, causing eight deaths and the injury of many 
others. The attendants had a terrible battle with the panic- 
stricken patients on the top floor. Many of the patients persisted 
in rushing back into the fire after being safely escorted to the corri- 
dors. 


At the recent meeting of the Ontario Medical Council, Dr. 
Emerson, of Goderich, moved for a complete revision of the medical 
register. He gave as his reasons, its general incompleteness, and 
stated that out of the thirteen hundred names, over five hundred 
did not practise within the district in which they voted, while 
from twenty to twenty-five per cent. never practised within the 
province at all. The list will be revised and re-printed. 


TAKING as a basis the percentage of defective children of school 
age in the borough of Manhattan, New York City, Dr. A. P. Knight, 
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of Queen’s University, in a lecture given July 25th, estimated that 
there would be the following classes and numbers of defective 
children in Ontario: school population, 508,563; ill nourished, 29,- 
000; diseased glands, neck, 225,000; St. Vitus dance, 6,500; heart 
disease, 6,000; lung disease, 5,000; skin disease, 8,000; deformities, 
8,500; defective vision, 105,000; defective hearing, 6,000; mouth 
breathing, 79,000; decayed teeth, 225,000; enlarged tonsils, 113,000; 
nasal growth, 84,500; defective mentality, 12,500. 


Tue American Red Cross announces, in connexion with the inter- 
national conference of the Red Cross, which will be held at Washington, 
D.C., in May, 1912, that the Marie Feodorovna prizes will be awarded. 
These prizes represent the interest on a fund of one hundred thousand 
rubles which the Dowager Empress of Russia established some ten 
years ago for the purpose of diminishing the sufferings of sick and 
wounded in war. Prizes are awarded at intervals of five years, and this 
is the second occasion of this character. The prizes in 1912 will be as 
follows: one of six thousand rubles; two of three thousand rubles each; 
six of one thousand rubles each. The subjects decided on for the 
competition are: (1) Organization of evacuation methods for wounded 
on the battle-field, involving as much economy as possible in bearers. 
(2) Surgeon’s portable lavatories for war. (3) Methods of applying 
dressings at aid stations and in ambulances. (4) Wheeled stretchers. 
(5) Support for a stretcher on the back of a mule. (6) Easily portable 
folding stretcher. (7) Transport of wounded between men-of-war and 
hospital vessels and the coast. (8) The best method of heating railroad 
cars by a system independent of steam from the locomotive. (9) 
The best model of a portable Reentgen-ray apparatus, permitting 
utilization of x-rays on the battle-field and at the first aid stations. It 
rests with the jury of award how the prizes will be allotted in respect 
to the various subjects. That is to say, the largest prize will be awarded 
for the best solution of any question, irrespective of what the question 
may be. Further information may be obtained by addressing The 
Chairman, Exhibit Committee, American Red Cross, Washington, D.C. 


THE seventeenth International Congress of Medicine will meet in 
London in the summer of 1913. The exact date was fixed by the 
international permanent committee, which assembled for the first time 
in London on the 21st and 22nd of April, 1911, under the presidency 
of Dr. F. W. Pavy. At the same meeting the list of sections of the 
congress was drawn up. Any views or suggestions concerning the 
arrangement of this list may be sent to the hon. general-secretary 
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of the permanent committee, Prof. H. Burger, Vondelstraat 1, Amster- 
dam, or to the Bureau of the Committee, Hugo de Grootstraat 10, The 
Hague. The committee will be glad to receive, at the same addresses, 
any information or propositions concerning the organization of the 
congress. 


Obituary 


Dr. ALFRED POOLE, of Vancouver, died at St. Paul’s Hospital 
in that city, July 20th. Dr. Poole was a native of Quebec, where 
he was educated in the public schools. After graduating in medicine 
at McGill, he went to Vancouver in 1893, where he soon built up a 
large practice. Dr. Poole was a member of the staff of the General 
Hospital, and was president of the Vancouver Medical Association, 
in 1908. 


Dr. Louis H. Morss, died June 27th, at his home in Digby, 
N.S. Dr. Morse was born at Bridgetown in 1868. He was educa- 
ted at Acadia, graduating with the class of 1891. He was principal 
of the Bear River Academy for two years, after which he began the 


study of medicine at McGill, graduating with honours in 1897. 
He then went to Digby, and entered into partnership with Dr. 
Frederick S. Kinsman, now of Truro. Later he purchased the 
practice of Dr. Kinsman and continued it alone, until his illness 
compelled him to get the assistance of Dr. Patton, of Oxford. At 
the time of his death he was vice-president of the Valley Medical 
Society. 


Dr. Lucian J. BELLIVEAU, of Shediac, N.B., died at his home 
July 25th. Dr. Belliveau was born at Memramcook in 1860. He 
received his early education in St. Joseph’s College in his native 
town, and graduated in medicine from Laval College, Montreal, in 
1884. He at once located in Shediac, where he practised until his 
death. Dr. Belliveau took a prominent part in public life. He was 
unanimously chosen as the first mayor of Shediac, which position 
he filled for several terms. He was also one of the county councillors 
for the parish, and at the time of his death was chairman of the 

Westmorland County board of health. 


Dr. Howarp M. Cuurcn, of Montreal, died at the Montreal 
General Hospital, July 31st. Dr. Church was born at Aylmer, Que., 
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in 1871, and was the son of the late Dr. Howard Church of that 
town. He received his early education in the Berthier Grammar 
School and by private tuition. He entered McGill in 1891, and 
received his degree in medicine in 1896. Subsequently he became 
house surgeon at the Montreal General Hospital. He travelled 
abroad in 1897, returning to Montreal the following year to take 
up practice. For ten years Dr. Church was a demonstrator of 
anatomy at McGill. He was also identified with the militia, 
holding the rank of surgeon-colonel in the Garrison Artillery. 













Dr. CHRISTOPHER M. Lana, of Owen Sound, Ont., died at his 
home, July 26th. Dr. Lang was born at Clarence Field, Ont., and 
was the youngest son of Dr. Wm. Lang, for many years a surgeon 
on the Duke of York, in the royal navy. He received his early 
education in the local public schools, and at Toronto University. 
He graduated in medicine from McGill in 1875. He at once re- 
turned to Owen Sound and began practice. Besides being a member 
of the town council, he was closely connected with educational work. 


Canadian Literature 





ORIGINAL COMMUNICATIONS 
The Canadian Practitioner and Review, July, 1911 : 


President’s Address, Ontario Medical 

Association : . pee H. R. Casgrain. 
Professional and Public Aspect of the 
Pneumonia Question . ; ‘ William C. White. 





L’ Union Medicale du Canada, July, 1911 : 





Diagnostic et symptémes de la fiévre 
pendant les suites de couches .. A. E. De Cotret. 







Le Journal de Medecine et de Chirurgie, July, 1911 : 


Traitement du tétanos par la méthode 
Bacelli . ; ; . . Eugéne St.-Jacques. 
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Medical Societies 
NOVA SCOTIA MEDICAL SOCIETY 


A MEETING of this society was held July 6th, when the following 
officers were elected: president, Dr. H. Kent, of Truro; first 
vice-president, Dr. J. W. Smith, of Liverpool; second vice-president, 
Dr. J. J. McKenzie, of Mulgrave; secretary and treasurer, Dr. 
J. R. Corston, of Halifax. Truro was fixed as the next place of 
meeting. 


MANITOBA MEDICAL ASSOCIATION 


TuE following officers have been elected for 1911-1912: presi- 
dent, Dr. H. P. H. Galloway, Winnipeg; first vice-president, 
Dr. D. J. Ross, Selkirk; second vice-president, Dr. J. S. Poole, 
Neepawa; honorary secretary, Dr. J. H. Halpenny, Winnipeg; 
honorary treasurer, Dr. R. F. Rorke, Winnipeg; executive, Drs. 
S. W. Prouse, Winnipeg; C. Parr, Morden; George Camsell, 
Austin; George Clingen, Virden; and R. B. Culbertson, Dauphin; 
auditors, Drs. Blanchard and Moody. 


PRINCE EDWARD ISLAND MEDICAL ASSOCIATION 


THE annual meeting of the Prince Edward Island Medical 
Association was held in Summerside, July 12th. It was one of the 
most largely attended meetings of the Association. 

After routine business was finished, a committee was appointed 
to amend the medical Act to make further provision to prevent 
unqualified physicians from practising in the province. The 
following papers were then read: ‘Intestinal Obstruction due to 
Ovarian Cyst,’’ Dr. Conroy; ‘‘ Puerperal Eclampsia,”’ Dr. Carruthers, 
with case reports by Drs. Houston, Jardine, and Delaney; ‘‘ Diseases 
of the Nose and Throat,’”’ Dr. McEwan; ‘‘ Matters of Importance to 
the Welfare of the Profession and Public,” Dr. S. R. Jenkins. 

The following officers were elected for the ensuing year: 
president, Dr. A. A. McLellan, Summerside; vice-president, Prince 
County, Dr. Delaney; King’s, Dr. A. A. MacDonald; Queen’s, 
Dr. George Carruthers; secretary, Dr. W. J. MacMillan, Charlotte- 
town; treasurer, Dr. P. Conroy, Charlottetown; council: Drs. P. 
Conroy, S. R. Jenkins, James Warburton, H. D. Johnson, George 
Carruthers, Charlottetown; A. MacNeill, Summerside, and A. A. 
MacDonald, Souris. 





Medical Societies 


ASSOCIATION DES MEDECINS DE LA LANGUE FRANCAISE 
DE L’AMERIQUE DU NORD: 
President—Dr. H. Hervieux, Montréal. Secretary—Dr. E. P. Chagnon, 


ontréal, 
Meets every second year, next reunion in August, 1913, at Montreal. 


ASSOCIATION MEDIOALE ©. F. DE MANITOBA: 
President—Dr. J. M. O. Lambert. Secretary—Dr. G. A. Dubuc, St-Boniface, Man. 


ASSOCIATION MEDICALE DE L’OUEST DE MONTREAL : 
President—Dr. E. G. Asselin. Secretary—Dr. Aumont, St-Henri. 


ASSOCIATION MEDICALE DU COMTE DE JACQUES-CARTIER: 
President—Dr. P. A. Valois. Secretary—Dr. Beaudoin, Lachine, 


ASSOCIATION MEDICALE DU COMTE DE PORTNEUF : 
President—Dr. A. Larue Secretary—Dr. Thos. Savary, Pont-Rouge. 


ASSOCIATION MEDICO-CHIRURGICALE DU DISTRICT DE JOLIETTE: 
President—Dr. C. Bernard. Secretary-—Dr. A. Roch, St-Gabriel de Brandon. 


SOCIETE MEDICALE DE CHICOUTIMI ET DU LAC ST-JEAN: 
President—Dr. Poliquin. Secretary—Dr. A. Riverin, Chicoutimi. 


SOCIETE MEDICALE DE MONTMAGNY : 
President—Dr. Gosselin. Secretary—Dr. Paradis, Montmagny. 


SOCIETE MEDICALE DE QUEBEC: 
President—Dr. D. Brochu. Secretary—Dr. J. Dorion, Québec. 


SOCIETE MEDICALE DE RIMOUSKI : 
President—Dr. L. F. Lepage. Secretary—Dr. J. A. Ross jr., Ste-Flavie Station. 


SOCIETE MEDICALE DES COMTES DE BEAUCE ET DORCHESTER: 
President—Dr. Fortier. Secretary—Dr. L. M. Déchéne, Beauceville. 
Regular meetings, March, June, September, and December. 


SOCIETE MEDICALE DE ST-JEAN (IBERVILLE). 
President—Dr. Moreau. Secretary —Dr. Duval (St-Jean d’ Iberville). 


SOCIETE MEDICALE DE ST-HYACINTHE: 
President—Dr. J. C. S. Gauthier. Secretary—Dr. Viger, de St-Hyacinthe. 
SOCIETE MEDICALE DE SHEFFORD: 
President—Dr. J. A. E. Brun. Secretary —Dr. A. Lessard, Granby, Co. de Shefford, P.Q. 
Regular meetings twice a year. _ 
SOCIETE MEDICALE DE TROIS-RIVIERES : 
President—Dr. DeBlois. Secretary—Dr. O. Darche, Trois-Riviéres. 
SOCIETE MEDICALE DE VALLEYFIELD : 
President—Dr. Ostigny. Secretary— 
SOCIETE MEDICALE DU COMTE DE CHAMPLAIN: 
President—Dr. Trudel. _ Secretary—Dr. Bellemare, St-Narcisse. 
SOCIETE MEDICALE DU COMTE DE KAMOURASKA : 
President—Dr. B. Vézina, St-Alexandre. Secretary—Dr. U. J.-I. Pajeau, de Ste-Anne. 
Regular meetings, February, June, and October. 
SOCIETE MEDICALE DU COMTE DE MASKINONGE: 
President—Dr. L. A. Plante. ; Secretary—Dr. DuHamel. 
SOCIETE MEDICALE DU COMTE DE TERREBONNE: ¥ 
President—Dr. Grignon. Secretary—Dr. H. Prevost, St-Jerome. 
SOCIETE MEDICALE DU COMTE DE WOLFE: ; 
President—Dr. Thibault. Secretary— Dr. A. Pelletier, St-Camille. 
Regular meetings, the first Tuesday of March, June, September, and December. 
SOCIETE MEDICALE DU DISTRICT D’OTTAWA : ; 
President--Dr. Aubry. Secretary—Dr. J. E. D’Amour, Papineauville. 





